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TARRY HEMATOMA OF THE OVARY. 


By W. A. NEWMAN DORLAND, A. M., M. D., PHILADELPHIA, PA., 
Associate in Gynecology, Philadelphia Polyclinic, etc. 


I wish to call attention briefly to a condition of the 
ovary which I failed to find mentioned in most of the text 
books and manuals of gynecology, and which, for want of a 
better term, I shall designate as “tarry hematoma of the 
ovary.” By this term I mean the development in the ovarian 
tissue of a large cystic formation which may reach the size of 
a fist or fetal head and contain half a pint or more of a dark 
grumous or tarry blood, precisely similar in nature to the 
retained menstrual blood of hematokolpos and hematome- 
tra. I have recently encountered one such case, and on in- 
quiry among my friends and fellow gynecologists I find that 
the condition must be one of exceeding rarity. Dr. B. F. 
Baer alone informs me that he has had one case of tarry 
hematoma. Byford, in his “Manual,”.in speaking of ovar- 
ian hematoma, remarks that “the fluid may be completely 
absorbed, or may remain as a coagulum or as a mass of 
tarry fluid, or be represented by a corrugated cyst-wall con- 
taining a colloid substance, or gives rise to an abscess.” 


_ Garrigues remarks that “stromal hemorrhage may cause so 


small an extravasation of blood that it can only be seen 
with a microscope, but it may impart a reddish color to 
the ovary, and even show as minute red points on the cut- 
surface. On the other hand, it may gradually, by repeated 
new escapes of blood, destroy the whole tisstie of the ovary 
and form a hematoma as large as a man’s fist or a child’s 
head.” “The contents are dark, thin, blood mixt with 
clots. In the course of time it may change into a thick 
chocolate-colored fluid, which may be of the consistency 
of honey. The fluid parts may be absorbed altogether, 
leaving a granular pigment; or the solid part may be ab- 
sorbed, so that only a cyst filled with serous fluid remains, 
or suppuration may set in.” 

These are the only references ! can find touching upon 
the condition noted. The American Text-Book of Gyne- 
cology, Keating and Coe, Reed, Penrose, Dudley, Kelly, 
Martin and Sutton and Giles do not mention the possibility 
of such a development. The very fact that men whose 
experience is of such a magnitude fail to designate the path- 
ology would clearly indicate the rarity of the condition. 

The pathology of tarry hematoma is as follows: The 
ovarian stroma is largly if not altogether destroyed, and 
only the capsule, thinned out and distended, remains. 
Dense adhesions are formed to the broad ligament and sur- 
rounding viscera. The cyst-wall is dark-blue or almost 
black in color, of an appearance quite distinct from the 
angry reddish-blue color of a cyst that has been subjected 
to torsion of the pedicle. It is probable that the condition 
develops in an ovary the capsule of which has been the 
seat of a slow, inflammatory change which has so thickened 
it that rupture of the mature Graafian follicles is prevent- 
ed. The retained blood from these follicles has not been 
absorbed before other follicles contribute their contents, 
and the hyperemia and venous stasis of the organ act as 
still further contributing causes. Gradually the septa be- 
tween the unruptured follicles become absorbed and the 
ovary becomes the seat of a slowly but progressively in- 
creasing hematoma. The bloody contents undergo a slow 
process of inspissation until the tarry fluid results. This 


explanation is plausible and will doubtless hold until some 
better hypothesis can be promulgated. 
The records of my case are as follows: 


CASE—HISTORY. 


E. W., a young Quakeress of 19 years, had been com- 
plaining of severe menstrual cramps associated with pain 
in the left ovarian region from the time of puberty, which 
had occurred at the age of 14 years. Repeated examina- 
tions per rectum failed to elicit any markt physical signs 
other than a small and sharply anteflext uterus. At each 
recurring menstrual epoch the pains became progressively 
more severe, and it was finally decided to perform a rapid 
progressive dilatation in order to relieve the obstructive 
dysmenorrhea. This was done under thoro anesthesia, 
and dilatation to an inch and a quarter secured. Markt 
benefit followed this operation as far as the uterine colic 
was concerned. Exploration of the pelvic viscera at the 
time of the dilatation failed to reveal any pathological con- 
dition other than a moderate enlargement of the left ovary, 
which was also situated lower in the pelvis than normally. 

The patient shortly afterward removed from the city, 
and I lost sight of her for almost two years. At the ex- 
piration of that time a telegram summoned me to Had- 
donfield, New Jersey. I found the patient in bed and was 
told that her physician had detected a mass in the lower 
abdominal region just over the left Poupart’s ligament. 
This mass was plainly to be felt, was slightly sensitive to 
the touch, and reacht about 3 inches above the groin, and 
almost to the median abdominal line. Vaginal exploration 
showed a mass filling the pelvis to the left and behind the 
uterus and partially displacing that organ from its normal 
position toward the right. The tumor was firmly bound 
down and the examination elicited considerable pain. 

An operation was advised, and this was performed one 
week from that date. I was assisted by Dr. Williams, as 
anesthetizer and Drs. J. I. McKelway and H. J. Bernardy. 

As soon as the abdominal. cavity was opened densest 
adhesions were encountered in every direction. The omen- 
tum had to be dissected loose from the abdominal parieties 
and intestines. After considerable difficulty a firm cystic 
tumor was exposed lying toward the left side of the abdomi- 
nal cavity. The peritoneal cavity was walled off by pads 
and the cyst punctured, almost a pint of clear, parovarian 
fluid being removed. As the cyst-walls collapst another 
tumor, hard, elastic and of a blue-black color, came into 
the field of operation. This tumor was immovable and 
was surrounded by an angry, deeply congested mass of ad- 
hesions and matted structures. The broad-ligament ves- 
sels were highly congested and immensely dilated, present- 
ing a very Ominous appearance. During the process of 
enucleation of this mass it ruptured, and over half a pint 
of a black, tarry substance slowly welled up thru the line 
of incision. This substance was precisely analogous to 
the retained menstrual blood found in hematokolpos and 
hematometra, and was doubtless the same in constitution. 
As the tumor collapst the work of enucleation was facili- 
tated. A broad pedicle remained which necessitated serial 
ligations of the broad ligament. 

The patient bore the operation well, altho an even hour 
was consumed from the time of the first incision until the 
final suture had been introduced. But little shock followed 
and the patient past thru an uninterrupted convalescence. 
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Since the operation, which was performed 16 months 
ago, the girl has enjoyed perfect health and is free from 
any pain at her menstrual periods, which occur with normal 
regularity. 

I take pleasure in recording this case as illustrative of 
a very rare condition which has not generally found its way 
into the classified pathology of the pelvis. 


GUNSHOT WOUNDS OF THE THORAX AND ABDOMEN ,* 


By W. L. RopMan, A. M., M. D., PHILADELPHIA, PA., 


Professor of Surgery in the Medico-Chirurgical College of 
Philadelphia. 


In consideration of this subject I do not want to dis- 
cuss statistics or theories of ballistics and the resistance 
of different tissues and structures to projectiles, but to con- 
sider cases as we see them on the streets, in the home or 
in the hospital. 


GUN-SHOT WOUNDS OF THORAX. 


CHARACTER :—Gunshot wounds of thorax are either 
(a) non-penetrating or (b) penetrating. 

(a) Non-penetrating wounds of the thorax do not 
vary in character or treatment from superficial wounds of 
the soft parts elsewhere in the body. They may therefore 
be dismisst at once, it being necessary to remember only 
that they are attended by greater shock, that slight hem- 
optysis may be caused from the concussion to the lung and 
that they tend to spontaneous recovery if treated antisepti- 
cally. 

(b) Penetrating wounds may involve pleurae, lungs, 
and bronchi, or any tissue in the anterior, middle, or poste- 
rior mediastinum, as pericardium, heart and great vessels, 
thoracic duct, esophagus, or indeed anything contained in 
the thoracic cavity. I have never known a bullet to injure 
the esophagus or other tissues placed in the posterior me- 
diastinum, and it is remarkable how few such cases are re- 
corded even by military surgeons, when we consider the 
great number of chest injuries received in battle. The num- 
ber thus wounded in street fights also is large, for in an 
altercation where pistols are used as weapons at close 
range, the chest is usually aimed at. I should say, in a 
reasonably large experience with gunshot injuries, there 
have been ten times as many of the thorax as the abdomen. 

DIAGNOSIS :—The diagnosis of penetration is, as a 
rule, not difficult, and should always be made without the 
use of a probe, as it is as harmful in thoracic as in abdomi- 
nal wounds. The lungs, for manifest reasons, will suffer 
far more frequently than all other thoracic viscera, and the 
diagnosis of penetrating chest injuries is largely the diag- 
nosis of wounds of the lung. 

Injuries of the heart and great vessels are so quickly 
fatal that less interest attaches to their diagnosis. They 
are not invariably fatal, however, as many supposed before 
the days of the X-rays. Bullets have been found imbedded 
in the substance of the heart some time after complete re- 
covery; but if the cavities of the heart are opened almost 
immediate death nearly always ensues. 

The diagnosis of penetrating wounds of the lung is to 
be made by shock, hemoptysis, external hemorrhage (which 
is rarely great, and when present is practically always due 
to a wound of an intercostal vessel by a ball of large cali- 
ber), by emphysema—local or general, or both. In balls 
of small caliber, as a 32, or those of lesser size, it is surpris- 
ing how few symptoms may be present. I have known a 
young wife, suffering from post-marital insanity, to fire two 


*Abstract of paper, American Medical Association, 


pistol balls, 32 caliber, thru her lung in the region of the 
heart and present no symptoms beyond a slight hemoptysis 
when I saw her, three hours afterwards. Her recovery was 
uneventful. 

The amount of external hemorrhage in such cases is 
nearly always less than one would suppose from the vas- 
cularity of the pulmonary tissues. 

PROGNOSIS :—Gunshot wounds of the chest in civil 
practice end in either early death from shock (or hemor- 
rhage) or get well. This is not the text-book teaching, but 
it is true. The late dangers enumerated: hemothorax, py- 
othorax, pneumonia, abscess of lung, etc., are extremely 
rare—probing by either finger or probe being the chief 
cause of them when they do follow. 

Thoracic wounds in young or middle-aged persons in 
good health should generally recover, if not infected by 
the doctor’s trying to do too much. 

When suppurative conditions arise within the chest fol- 
lowing such injuries the prognosis is still fair if early 
resection of the chest-wall be made; free drainage will often 
save. 

TREATMENT :—The treatment for shot wounds of 
the thorax should, as a rule, be a masterly inactivity: The 
less done the better. The wound should at once be cov- 
ered with a sterile dressing, that side of the chest immobil- 
ized as far as possible and the patient transported quickly 
and quietly to his home or a hospital. It is always better 
to have such cases in a hospital where the X-rays can be 
used if desirable. Hemorrhage, either external or internal, 
will rarely be great, and when it is, is nearly always due to 
injury of an intercostal vessel, and will be controlled by 
strapping. Any attempt to ligate the vessel in an emer- 
gency case is liable to result in infection, and to be followed 


‘by pyothorax, pleurisy, pneumonia, or all. 


I have but once seen free external hemorrhage after a 
shot wound of the lung. A negro was caught trespassing 
on a farm after being warned to keep off, and was shot in 
the right side with a large rifle ball, which cut the fifth 
intercostal vessels. When I reacht the man he was pulse- 
less, of the peculiar ashy gray color seen in the negro suf- 
fering from shock and hemorrhage, the latter particularly, 
and blood was flowing from the wound in a steady stream, 
showing that the pleural cavity was partly full of blood, at 
least up to the level of the wound. The environments were 
not favorable for ligating the vessel, so I transfixt the 
wound with a needle, tied a figure-of-eight suture over it, 
strapt the chest, and sent the case to the Louisville City 
Hospital. I had no doubt this man would die, but he re- 
covered without a pyothorax. A large amount of liquid 
blood was aspirated a few days afterward, this being all that 
was necessary. 

A study of all the cases of gunshot wounds of the chest 
during our recent war with Spain, the Anglo-Boer war, and 
the Philippine insurrection will demonstrate the compara- 
tive benignity of such wounds, many soldiers again report- 
ing for duty in a very short time. Hemothorax was a fre- 
quent complication only in soldiers transported a long dis- 
tance. Pyothorax occurred only where there was emphyse- 
ma secondarily. 

Aspiration, under the strictest aseptic precautions, is 
to be advised when there is dsypnea or other signs of pres- 
sure on the lungs. Absolute rest, cooling drinks, a little 
opium to control cough, with a sterile immovfhizing dress- 
ing constitute the only treatment necessary in the vast ma- 
jority of cases. 

In severe hemorrhage subcutaneous or even intraven- 
ous injection of saline solution should be practist. 
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Attempts at recovery of a ball from the substance of 
the lung are not justifiable. If X-ray examination shows 
the bullet to be in lung tissue it should be left ‘alone, and 
nearly always it will remain harmless. Patients often insist 
on removal of the ball, and as it can usually be located by 
the X-ray, the temptation to try to remove it is very great 
but too dangerous to be yielded to. 


GUN-SHOT WOUNDS OF ABDOMEN. 


CHARACTER :—Gunshot wounds of the belly are 
(a) penetrating and (b) perforating. 

(a) Penetrating wounds of the abdomen are those in 
which the peritoneal cavity is opened, but without injury to 
its contents. Perhaps this definition is objectionable, tech- 
nically ; but it is the one now usually accepted. They are 
rare—Douglass saying that 97 per cent of wounds of the 
abdomen are perforating. 

I have had one such case: A telegraph operator at 
East Birnstadt, Ky., was shot with a 38-calibre ball mid- 
way between sternum and umbilicus, the ball entering the 
spinal column and severing the cord. There were no evi- 
dences of injury to either stomach or intestines and he was 
alive a year after the accident, tho paraplegic. 

(b) Perforating wounds are those in which some vis- 
cus or its mesentery or the omentum is wounded. 

Wounds above the umbilicus, especially antero-poste- 
rior ones, are recognized is being less likely to cause per- 
foration. Those below, and especially oblique ones, are 
far more likely to be perforating in character ; whereas those 
from flank to flank have heretofore been generally consid- 
ered as almost certain to cause one or more perforations, 
The last statement, almost universally accepted as it has 
been, must either be modified so as to conform to the ex- 
perience of military surgeons in recent wars, or to accept 
their conclusions that multiple perforations, when made by 
reduced caliber bullets at high velocity, may repair them- 
selves spontaneously. Makin believes that the small intes- 
tines in some way escape, and thinks such good fortune is 
usually due to the fact that solders in battle have not infre- 
quently been fasting for many hours. Sir Frederick Treves, 
the late Sir William MacCormack, and many other British 
surgeons, as the result of their experience in South Africa, 
(and Senn, Nancrede, Parker, and LaGarde, during our 
war with Spain), saw penetrating wounds that seemed to 
be perforating ones recover. A careful investigation of 
the subject will convince any one that both sides to the con- 
troversy are partially right, and that safety and conserva- 
tism lie in a middle course. 

A larger per cent of penetrating wounds than now 
usually admitted (3 per cent) are non-perforating. Still, 
admitting this, and doubling or trebling the number, at least 
go per cent are perforating in character. Of this 90 per 
cent 65 per cent injure the intestines. After all, this is 
the important fact to remember, for on its appreciation de- 
pends the proper treatment of shot wounds of the abdomen. 

In general, military surgeons contend that the reduced 
caliber bullet, nickel-clad as it is, and of high velocity, may 
produce one or more wounds of the intestines, which in 
their nature are practically incised ones, and that they may 
heal spontaneously. They do claim, moreover, that such a 
fortunate result will generally occur, and that it is wise to 
expect it; but in emphasizing the possible fact they hold out 
too great a hope of its probability. That it rarely occurs in 
civil practice with a leaden ball, more or less round and of 
low velocity, and a full stomach and intestine, there can 
be no doubt. I have never seen such a case, and moreover, 
have never seen a civil surgeon who had. 


“Ever” and “never” are words that have no place in 
surgery, and it is only fair and reasonable to admit the pos- 
sibility of spontaneous healing in wounds of any hollow vis- 
cus. But it will occur so rarely in civil practice that it 
would be the height of folly for any doctor to expect to as- 
sume that it would do so! 

DIAGNOSIS :—There is rarely any positive evidence 
of either penetration or perforation. The only way to be 
certain as to penetration is to sterilize the wound, enlarge it 
under cocaine and introduce the finger—also thoroly ster- 
ized—and find out if the peritoneum is injured. Probes 
should never be used—they are both misleading and dan- 
gerous. Penetration having been found perforation must 
be assumed. 

PROGNOSIS :—The prognosis of penetrating shot 
wounds of the abdomen can not be lookt on as otherwise 
than most grave. Some, of course, are more dangerous 
than others. Wounds of the solid viscera, especially the 
liver, are less fatal than perforating wounds of the hollow 
viscera. Of the latter, wounds of the small intestines are 
the most dangerous. As already intimated, wounds of the 
large intestines, especially the cecum, ascending colon, and 
rectum, on account of their more fixt position, are some- 
what less fatal. Contrary to what has usually been taught, 
extra-peritoneal wounds of either intestines or bladder are 
more fatal than intra-peritoneal ones. Of this Makin is 
positive, and he cites numerous cases to prove his posi- 
tion. 

The prognosis of wounds of the abdomen above the 
umbilicus is better in general than that of those below. 
Douglas insists, and rightfully, that the difference is not 
so great as many have thought, for while ‘perforations of 
the hollow viscera are less frequent, the danger of hem- 
orrhage is much greater. To this also may be added con- 
comitant injuries to the pancreas, kidneys, liver and spleen. 
So, with Douglas, I dissent from the comparatively favor- 
able prognosis usually given of these injuries. 

Antero-posterior wounds are on the whole less dan- 
gerous than oblique ones, and of all wounds those, from 
flank to flank are the most fatal. Wounds from the back 
are more fatal than those entering in front, for two reasons : 
the uncertainty of diagnosis and the greater difficultyt of re- 
pairing injury. Emptiness of a hollow viscus at the time of 
injury greatly influences the prognosis for the better. 

Of penetrating wounds of the abdomen Seigel’s satis- 
tics show that of five hundred and thirty-seven cases not 
subjected to operation, 55.2 per cent were fatal. Of seven 
hundred and sixty-three cases subjected to laparotomy, 
51.6 per cent were fatal. 

Douglas's statistics are more recent and more encour- 
aging, and do not include cases in Seigel’s collection, as 
they were all operated on within the past five years, and 
were collected indiscriminately from literature since 1895. 
Of sixty-five cases operated on forty-four recovered, twen- 
ty-one died; mortality, 32.3 per cent. Douglass’ personal 
statistics are much better, as in his last eight operations 
there were but two deaths, and both, we may say, were 
accidental, as one died from leakage at the site of a Murphy 
button and other from a mural abscess many days after 
injury. 

Grant of Louisville has operated six times (three re- 
sections of gut) with five recoveries. 

So it may be said that in the hands of competent oper- 
ators by modern methods the prognosis is much better from 
operative than from non-operative treatment. 


TREATMENT :—No one with experience in such 
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cases now advises opium and the “no nothing treatment.” 


But if abdominal section is to be of benefit it must be 
performed early—not after general peritonitis and acute sep- 
sis have developt. The chances of recovery are directly 
proportional to the earliness with which operative meas- 
ures are begun. 

Extravasation is certain, sooner or later in every ex- 
tensive intestinal injury ; it should therefore be the endeavor 
of the surgeon to operate before dangerous if not fatal 
soiling of the peritoneum has occurred. 

Frotecting each aperture with gauze as soon as en- 
countered should be a universal rule. All openings should 
be closed by a Lembert suture if small; if large, resection 
with the Murphy button is indicated. Unnecessary time 
should not be lost trimming edges, as fresh hemorrhage 
is often thus produced and valuable time wasted. In no 
other class of operations is judicious speed more necessary. 

After all openings in the viscera are closed and hem- 
orrhage controlled, the peritoneal cavity should be copious- 
ly flusht with warm sterile water. Sepsis and shock are 
both best combatted in this way. Leaving a reasonable 
amount of sterile water in the cavity has much to commend 
it. The pretty general practice of using saline infusion dur- 
ing and subsequent to operation has perhaps done more 
than anything else to improve recent operative results. 

It is my belief that drainage should very generally be 
employed in shot wounds of the abdomen. In wounds 
high up, in the lesser peritoneal cavity, for instance, pos- 
terior draining should always be employed. It may also 
be made with advantage in some wounds low down. As 
to the manner of drainage, some prefer gauze drains, others 
tubes; others still use both. In my judgment it matters 
little how drainage is made, but it should be made. 

Early action of the bowels should be insured by begin- 
ning with small doses of calomel soon after the patient 
comes out of ether. This I think safer than injecting a 
saline into the bowel at the time of operation. 

When the surgeon first sees a case of shot wound of 
the abdomen he may find the patient in profound shock, 
and the. question of an immediate or delayed operation will 
be pressing. It can not be too strongly insisted on that 
in nearly all such cases shock is due to internal hemorrhage, 
and to wait for its subsidence or amelioration is very gen- 
erally a fatal mistake. Shock emphasizes the necessity of 
an immediate operation. A saline infusion should be given 
at once by an assistant and a laparotomy proceeded with. 

LATE OPERATIONS :—While insisting and believ- 
ing that the safety of all cases of shot wounds of the abdo- 
men will be best subserved by as early a laparotomy as is 
compatible with the environments, it is also my belief that 
late cases—even those seen in general peritonitis—should 
be given the benefit of operation. 

In November, 1897, I operated on a case fifty-one hours 
after two wounds of the small intestines had been received, 
the man having been brought two hundred and fifty miles, 
nine niiles of the journey being made in a wagon over a 
rough country road. The man was in general peritonitis ; 
pulse 130, temperature 103 degrees, respiration 36. I 
frankly told his brother that it was my belief that he would 
die on the table, and I operate{l from a sheer sense of duty. 
The cavity was full of fecal matter and the outlook could 
not have been less promising. There were two intestinal 
wounds. To the surprise of all of us he made a slow but 
satisfactory recovery, and is perfectly well to-day. For 
ten days he was delirious, difficult to keep in bed, and mark- 
edly septic. Free sloughing of the external wound oc- 
curred, yet it did not result in ventral hernia. 


I have also reported a case of perforating typhoid ulcer 
which was successfully operated on thirty-seven hours 
after the accident, the child being in markt general peritoni- 
tis, with a pulse of 165, temperature 10314 degrees, respira- 
tion 40. 

These two cases have taught me a valuable lesson, and 
I am not inclined to withhold operation even in advanced 
general peritonitis—however caused—if I can feel the radial 
pulse! 

Before closing, I wish to enter a protest against the 
teaching which has gone out from time to time, that every 
case of shot wound of the abdomen should be operated on 
regardless of environments and the ability of the operator. 
Inexperienced and timid men have, from a false sense of 
duty, been made to operate on such cases when their lack 
of training, want of assistants, and inadequate facilities fore- 
told disaster to their patient. I have no patience with the 
statement that I have heard made more than once in medi- 
cal societies, that such cases should be operated on in a 
stable with a penknife rather than pursue a course of mas- 
terly inactivity. Such talk—I will not dignify it by the 
name of teaching—is absurd, and brings surgery into well- 
merited disrepute. A trained abdominal surgeon should 
always be had if possible, and it is better to wait a few 
hours for such an operator than to have an immediate op- 
eration by an inexperienced person. Moreover, we have 
learned something in the past few years from military sur- 
geons, and now know that a penetrating wound is not nec- 
essarily a perforating one, and that those of the latter va- 
riety may spontaneously recover where the ball is of small 
caliber and high velocity. 

Were I unfortunate enough to receive a shot wound 
of the abdomen I should insist on an immediate operation 
if the services of a competent abdominal surgeon and rea- 
sonably aseptic environments were at hand, but I am equally 
certain that I should take my chances on the battlefield 
(or under conditions much the same in civil practice) where 
either the operator or conditions surrounding presaged 
disaster. Abstention from all food and drink, with opium 
to check peristalsis early in the case, will save more cases 
than reckless operating. 


A FEW IMPROVEMENTS IN THE TECHNIC OF AP- 
PENDECTOMY.* 


By Evan O’NEILL KANE, M. D., KANE, PA., 
Surgeon to Kane Summit Hospital. 


In choosing the above title for my paper I would not 
be understood as alluding to those pus-cases which should 
be more properly termed typhlitic abscesses. Such cases 
are the opprobrium of the general practitioner. They fre- 
quently denote a careless or incorrect diagnosis and when 
they reach the surgeon’s hands he finds it impossible to 
show his skill by doing clean and neat work upon them. 

The increast tendency to recognize appendiceal dis- 
ease and operate promptly has been so markt as to be the 
striking experience of every surgeon. Thus in the last 
year I have performed a hundred appendix operations; a 
year ago the number hardly reached seventy-five; the year 
before fifty ; and so on till six years ago I find that my ap- 
pendectomies were only occasional and never elective. 
This “fashion” or “fad” of early operation (as the opponents 
of prompt life-saving measures speak of the subject) has 
brought each surgeon to formulate methods exclusively his 


*Read before the Warren Co. Medical Society, Feb. 10, 1903. 
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own and of a few, which I believe to be original with me, 
I desire to speak this afternoon. 


THE INCISION. 


To begin with, one of special importance is the open- 
ing into the abdominal cavity. This, I believe, strikes 
more directly the operative field if made nearly an inch 
below and to the right of McBurney’s point. This incision 
is usually made far too large—thus inflicting shock, laying 
open to sepsis and greatly increasing the pain after opera- 
tion. In addition to this the resulting scar, if large and 
ugly, bears a lasting testimony to the formidable nature 
of the operation while on the contrary if only a few lines 
in length with narrow margins it is so insignificant that its 
owner has no horrors to brag of and thus to frighten oth- 
ers, who should submit to early operation, from the path 
of duty. -A large scar, too, makes a correspondingly large 
area within for possible parital adhesion of the intestine, 
while a small scar greatly reduces the danger. 

Again, a patient whose abdominal wall has been wide- 
ly separated dare not toss about in bed freely after opera- 
tion, both on account of the danger of tearing open the 
wound and also because of the acute pain caused thereby. 
As a natural consequence, too, the smaller the opening the 
less the possibility of secondary hernia. 

Last but not least the patient’s stay in bed is immense- 
ly reduced. The patients whom I exhibit to you to-day 
who have scars: one with half an inch and the other three- 
quarters in length, were only in bed a few days. I have 
found that from half an inch to an inch is all that is neces- 
sary in uncomplicated cases even tho as in the young lady’s 
case the abdominal wall is two inches or more in thickness. 


CLOSURE OF WOUND. 


In passing from the subject of the opening in the ab- 
dominal wall, I step at once to the subject of its closure be- 
fore considering the treatment of the appendix itself. When 
ready to close the abdomen I would always advise placing 
the patient in a partial Trendelenburg position and push- 
ing the anesthetic to insure relaxation and the falling away 
of the omentum from the wound-opening while taking up 
the peritoneum. This I catch with hemostats, having an 
asistant draw them together while I transfix it with a curved 
needle, using my button suture. Much time and annoyance 
is thus saved. I usually prefer to use adhesive strips rather 
than sutures in approximating the skin surfaces, but often 
where the wound is large or where the patient either is 
liable to vomit or cough violently or is an obstreperous 
child I use my shoe lace stitches, which permit of reopen- 
ing a wound should blood clots form or it be for any rea- 


son necessary to irrigate afterwards, and yet which do not 
enter at any point into the wound proper. The accom- 
panying charts demonstrate this form of suture. 


REMOVAL OF APPENDIX. 


As to tying off the appendix and the treatment of its 
stump so much has been said and written that there is but 
little ground remaining for original suggestion. The 
method which I employ and believe to be my own in that 
of transfixing the mesoappendix with its vessels in the usual 
manner and also tying and cutting it off in the same way, 
but instead of also cutting the ligature (a fine one of catgut 
carrying a fine needle) I make a running stitch encircling 
the root of the appendix about a quarter of an inch distant 
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I then tie and cut off the appendix, 


from it on all sides. 
sewing over its stump with a redundant sheath of serous 


surface in the ordinary manner. I then make a circular 
tie out of the free ends of the suture, i. e., the end which 
carried the needle and the end which merely served as a 
free end of the ligiture to secure the meso. Drawing 
tightly upon the end of the thread and at the same time 
pushing in the stump of the appendix it and the tissues im- 
mediately about it become lost to sight—inverted and com- 
pletely covered under by a smooth surface of gut with only 
a mere pucker as an indication of the former appendiceal 
site while as the thread is drawn still tighter even this is 
covered by the stump of the meso which is conjointly 
drawn over its area. It may seem unnecessary to make 
so elaborate treatment of the appendix stump, but if one 
meets with a few cases of septic infection thru carelessness 
in this respect he comes to consider it his solemn duty to 
take every precaution. In regard to the best means of 
finding and withdrawing the appendix in those cases where 
one can successfully make a half to three-quarter-inch op- 
ening, I would here remark that it is often difficult to with- 
draw the appendix beside the index finger, especially if the 
abdominal muscles are tense and I can readily imagine that 
this would be impossible for an operator with large hands 
or fleshy fingers. I would suggest making use of forceps 
(long hemostats for instance) the blades of which have been 
wrapt with cotton and either seizing the appendix with 
them or else the cecum at its nearest convenient point, thus 
by following its “tape line” locating and withdrawing the 
appendix. Finding difficulty with the forceps blade or 
with the handles higher up coming together and pinching 
other coils of intestine I have devised an especial instru- 
ment which obviates this difficulty. 


Author’s Appendix Forceps. 
The cut shows the construction of this forcep, the advant- 
ages of which are apparent at a glance. 


AFTER-TREATMENT. 


I would like to say one word in closing in regard to 
after-treatment of these cases. While I am just as much 


opposed to the employment of opiates in appendicitis cases 
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on general principles as any other surgeon, I see no reason 
why a fourth of a grain of morphine hypodermically should 
not be administered shortly after operation to sensitive pa- 
tients if it be not a pus-case or one of general peritonitis 
or other grave complication. This is a humane procedure 
and can dono harm. I should condemn, however, its repe- 
tition. 

In all cases, light or grave, I would urge the neces- 
sity of absolute abstinence from any form of food of any 
kind by mouth for two, or, if possible, three days, rectal 
nutrition, if necessary, being resorted to. By this means 
flatulent distension, painful vermicular motion of the intes- 
tine, and vomiting are avoided as has been so well pointed 
out by Ochsner. 

For a dressing I prefer gauze saturated in a weak solu- 
tion of bichloride covered by rubber tissue sealed down by 
means of collodion. 

The adhesive strips and button suture I remove the 
sixth day and by the seventh or eighth permit the patient 
to get up if he likes. 


SUPRAPUBIC CYSTOPEXY. 


By Harris A. SLocum, M. D., PHILADELPHIA, PA., 
Professor of Gynecology in the Philadelphia Po'yclinic. 


Injuries to the sub-peritoneal connective tissue, such 
as laceration and stretching during childbirth, and subin- 
volution after, are responsible for many ailments from which 
women suffer. Its imperfect functionating permits of many 
changes in the relative positions of the various pelvic or- 
gans, and if a method could be devised by which its integ- 
rity could be restored, it would contribute more to the 
success of gynecology than is generally realized. Its ex- 
tensive and complex distribution, however, is a bar to the 
attainment of this desired result, yet occasions arise when 
opportunity is given to repair at least a part of the damage 
done, of which the following case is an example: 

K. C., 42 years old, married. Her first pregnancy ter- 
minated in a miscarriage. Two subsequent gestations went 
to term, both being forceps deliveries (the first under anes- 
thesia), four and six years ago respectively. She has never 
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felt well since the first labor, but continued to do her house- 


work, heavy washing and the like. In the spring of 1902 


she had total prolapse, for which she was operated upon. 
She does not know what the operation was, but it was 
probably a curettage, or possibly a plastic on the perineum. 
The uterus remained in the pelvis for two weeks, when it re- 
appeared at the vaginal opening, and has protruded more 
and more until upon admission to the Polyclinic Hospital, 
it was in.a state of complete procidentia, the vagina being 
turned inside out; the uterine ends of both tubes and near- 
ly all of the bladder were also contained in the vaginal sac. 
This markt eversion has continued for five months, allow- 
ing her to work or walk only with the greatest difficulty, 
with frequent, painful micturition (and only possible when 


standing) with severe pains in the back and inguinal re- * 


gions. She could sit only on the extreme edge of a chair, 
as the mass protruded four and a half inches and was two 
inches in diameter. 

In the knee-chest position this mass was reduced in 
about three minutes, and she was ordered hot injections 
and ichthyol tampons, and rest in bed for a week in order 
to allow the intense congestion and swelling to subside. 

At the operation the intestines and omentum was 
walled off with a gauze pad, and the pelvis inspected. The 
uterus lay retroverted upon the pelvic floor, the fundus 
being of normal size. The broad ligaments and oviducts 
were unusually long. The bladder was far below its usual 
position, the whole organ being apparently below the level 
of the urethra. The bladder symptoms had been severe and 
it was necessary to do what could be done to relieve. 

Holding the fundus with two fingers and thumb it was 
lifted to the position it would occupy when the fundal su- 
tures were tied, and the parts inspected. Owing to the 
stretching the tissues had undergone, this maneuvre had no 
effect upon the bladder, which still lay deeply in the pelvis. 


/ Yubes anavanes 
removed. 


Fig. 2. 

U= Urethra. 
B= Bladder. 


Traction was then made upon the peritoneum lining 
‘of the anterior abdominal wall. This was successful, and 
brought the bladder up to its normal position behind the 
symphysis, where it was kept in place by a running catgut 
ligature for two inches, one inch on either side of the me- 
dian line, thereby counteracting the effect of the insufficient 
connective tissue fibers. 

In the course of this operation, both tubes and ovaries 
were removed, the broad ligaments shortened, and two silk 
sutures secured the fundus to the abdominal wall. 


For several days after the operation there was some 
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discomfort upon voiding the urine, referred to the post- 
public region; after that the urine was voided without dis- 
comfort of any kind, and the case has gone on to thoro re- 
covery. 


THE TREATMENT OF BOW-LEGS. 


By JAMES K. YounGc, M. D., PHILADELPHIA, Pa., ; 
Professor of Orthopedic Surgery, Philadelphia Polyclinic. 


In this article my remarks will be confined practically 
to the consideration of the treatment of bow legs due to 
rickets, and particularly to those which occur during infan- 
tile life or early childhood. 


PROPHYLAXIS. 


In many instances bow legs may be prevented by the 
proper treatment of the rachitic condition which is present. 
Rickets always should receive prompt attention. The doc- 
tor must order an improved diet suitable for the age, daily 
salt baths, and a change in the general hygiene of the in- 
dividual, together with the use of certain remedies, such 
as cod liver oil, the hypophosphites, iron, etc., which have 
been found to be beneficial in this condition. 

The correction of infantile bow legs must be considered 
under two periods; those which come for treatment before 
four years of age, and those which present themselves after 
this age. Rachitis of the infantile type in its usual form 
runs its course by the time the child has reacht three and 
a half years of age, having past thru stages of bone soften- 
ing, deformation, and hardening. If the patient is seen 
before four years of age the deformity may therefore often 
be corrected without resort to operative methods. 


APPARATUS. 


If the patient is seen before hardening has occurred, 
apparatus with manipulation and massage will in the ma- 
jority of instances quickly correct the deformity. 

The apparatus should extend from the shoes, to which 
it is attacht, to a waist band, the joint at the knee being 
provided with’a lock joint so that it may be fixt to increase 
the amount of pressure. Pressure is applied at the points 
of the greatest deformity by means of pads, and these 
should be so arranged that the pressure is made directly 
upon the seat of the greatest deformity, while at a point 
above and below counterpressure is also made. The posi- 
tion of these pads must vary according to whether the de- 


formity is in the tibia or in the femur, or as it includes 
both of these bones. 

The apparatus should be worn thru the day in order 
to prevent any increase in the deformity, and at the same 
time, by means of the pressure, to correct whatever deform- 
ity has already occurred. 

Manual pressure should also be applied to the deform- 
ity after the child has gone to sleep at night, and if the de- 
formity be great, night apparatus of similar patterns to 
that worn during the day, but without shoes, should be 
worn. The limbs should be rubbed at night with whiskey 
er dilute alcohol to increase the tonicity of the muscles. 


SPONTANEOUS RECOVERY.—It is the general 
opinion among the laity that patients frequently “outgrow 
bow legs.” In exceptional instances this is true, but the 
number of persons to be seen walking about the streets 
with existing bow legs is strong evidence to the contrary 
as a general rule. When patients recover from this affec- 
tion spontaneously it is usually due to the improved gen- 
eral condition and surroundings of the patient, and partic- 
ularly to the improved growth in the bones and in the 
strength of the muscles surrounding the deformed parts. 
An illustration of the occurred in my own experience 
where a child suffering from severe bow legs was brought 
to me for consultation. By improved hygiene and a summer 
spent at the sea-shore, the limbs became perfectly straight, 
and at the end of three months they did not require the 
use of apparatus. In cases in which it is impossible to 
improve the surrounding conditions it is often necessary 
to apply apparatus when it would not otherwise be neces- 
sary. 

OPERATIVE TREATMENT. 


The surgical treatment of bow legs may be accom- 
plisht by one of two methods, the division of the bone by 
the osteotome or the breaking of the bone by the osteoclast. 
The former is the more surgical method of treatment, and 
is best adapted to the straightening of the deformity when 
it occurs near the joint. When the deformity occurs in 
the shaft of the long bones the osteoclast has been found 
to be a perfectly satisfactory method of correction. 

When osteotomy is decided upon the best method is by 
means of the Macewen chisel. The bone is divided at its 
most prominent point, thru its anterior part, a shell being 
allowed to remain to protect the soft parts; the fracture 
is then completed by the hands, and the limb is put up in an 
aseptic dressing and covered with a plaster of Paris band- 
age, which is allowed to remain on for from four to six 
weeks. 

If the child is very young it is often possible to straight- 
en the deformity by the use of the hands alone without re- 
sorting to instruments of any kind. After a greenstick 
fracture of this character the parts would have to be put up 
in plaster of Paris for the same length of time as for the 
former operation. 

If after the division of the bone by osteotomy the frag- 
ments cannot be kept in position without pressure, it is 
sometimes necessary to divide the contracted tendons. Un- 
der these circumstances all the shortened tendons should be 
divided, so that the fragments may unite in a proper posi- 
tion. 

When the deformity has existed for some ‘time it is 
better to slightly overcorrect the bowing, as there is always 
a slight tendency to relapse. 

After the bow legs have been corrected by surgical 
means it is best to supply the patient with a walking ap- 
paratus for a year so that the bones may become firmly 
united, and the deformity may not re-occur. 
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In all cases where bow legs have occurred the correc- 
tion should be made as soon as possible, because with the 
increase in age the operation becomes more and more dif- 
ficult. In a recent case under the care of the writer, in a 
girl of thirteen years, it was found necessary to divide the 
femur in its middle, and the fibula and tibia at its upper 
third, all of which are difficult at this age. When the de- 
formity is allowed to go until adult life, it becomes still 
more difficult to fracture the bones by means of osteotomy. 

After the correction of this deformity by either osteot- 
omy or osteoclasy, there is seldom any serious reaction. 
The fracture is sealed so that it becomes a simple frac- 
ture; the parts being secured in plaster of Paris are free 
from pain, and the shock is very slight. The patient may 
be allowed to go home after one or two weeks, altho, as 
has been said above, the dressing cannot be removed before 
from four to six weeks. 


IMPORTANCE OF EARLY DIAGNOSIS AND TREAT- 
MENT OF CANCER.* 


By JOHN B. ROBERTS, A. M., M. D., PHILADELPHIA, PA., 
Professor of Surgery in the Philadelphia Polyclinic. 


All surgeons and pathologists now agree in the declara- 
tion that cancers are of purely local origin; and practically 
all unite in the statement that early recognition 
and thoro extirpation will cure a large proportion of all 
cases. Early diagnosis and immediate removal, then, mean 
life ; late diagnosis means death. As we learn to recognize 
the character of malignant growths very early in their his- 
tory and as we teach our patients to submit to removal of 
every suspicious tumor our percentage of cures of cancer 
will improve. 

It is especially to call attention to this second point that 
I am induced to present the subject for consideration. The 
public in general (and some medical men also, I am sorry 
to say) do not realize that malignant tumors—or cancers, 
as they are often called, are at first just as purely local as a 
pimple, a boil or a needle-prick. Some malignant growths 
remain a long time in a semi-quiescent state and grow very 
little, others rapidly invade the surrounding tissues, while 
a few others quickly cause the development of similar 
“daughter tumors” in various regions by transportation of 
cells thru the lymph current or blood stream. This diver- 
sity of malignancy depends on (1) the character of the pri- 
mary growth and (2) the anatomical peculiarities of its site. 

The necessity for early removal is emphasized by the 
fact that no doctor or surgeon, whatever his skill, can al- 
ways determine when these suspicious growths are going to 
take on that rapid development which will end in speedy 
death; indeed even after the semi-quiescent state is past 
and the malignant character is very apparent it is often im- 
possible to know, in a given case, whether the involvement 
of the surrounding structures and the metastasis thru the 
circulation will be rapid or slow. Early recognition of the 
malignancy of the tumor and prompt eradication by treat- 
ment are therefore of vital importance. To lose time is to 
lose opportunity to give the hapless patient the best chance 
for escape from suffering and death. 

It is therefore the duty of the doctor to suspect, if not 
to recognize, the malignant character of the tumor in an 
early period of its existence; and to urge removal at once. 
For with few exceptions, the only proper treatment for 
malignant tumors is immediate and thoro eradication with 
the knife. Very superficial cutaneous growths of a malig- 


*Abstract of paper read before the South Branch of the Phila- 
delphia County Medical Society. 
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nant kind may, under some circumstances, be with propriety 
subjected to treatment with caustic applications; but such 
cases are too infrequent to weaken the statement just made. 
As a rule, the treatment by caustics is more painful, more 
protracted, much less safe, and attended with more disfig- 
urement than a properly planned and skillfully performed 
operation with the knife. Patients should be made fully 
conversant with this fact; and doctors should learn that 
other fact that a proper operative removal does not tend 
to cause a return of the tumor nor its occurrence in another 
part of the patient. It is possible that the manipulation 
of a malignant growth during .its unskillful removal with the 
knife may press its cells into the lymph or blood current, 
and thus tend to the production of secondary tumors in 
the internal organs or elsewhere; but this is not likely to 
occur in the modern system of operating, in which the 
lymphatic nodes in the vicinity are removed before the tumor 
is excised, and the tumor is handled as little as possible 
during its removal. ; 

The essential step in making a diagnosis of malignant 
disease is a careful examination. Many cases of uterine 
cancer have been termed “change of life,’ ana many cases 
of rectal cancer, “hemorrhoids or diarrhea,” because the 
doctor has failed to take the trouble to really examine the 
affected part. This is almost criminal negligence. So also 
is the failure to tell the patient the suspicious character of 
—for example—a certain mole or pimple. It is better 
and more honest to awaken suspicions, which will lead 
to early resort to treatment and to a possible operative 
cure, than to bolster up the patient with a false sense of 
security, until it is too late eradicate the disease by thoro 
removal. It is, as a rule, not a difficult thing to examine 
a patient, if the doctor is only willing to give the time for 
the work. If he has not the time or lacks the experience 
to arrive at a definite conclusion as to the character of the 
disease, he should refer the case to a less busy practitioner 
or call to his aid a friend, who has seen more instances of 
the disease in question. Lack of time and lack of knowl- 
edge are not valid excuses for incompetent professional 
work. 

Growths of certain locations are particularly needful of 
careful examination and watching ; the mammary gland, the 
uterus, the lower lip and the rectum being the favorite sites 
for malignant changes. Chronic affections anywhere 
should suggest the possibility of malignant processes. It 
should also be remembered that malignant growths may 
exist for a long time without causing pain and without ap- 
parent increase in size. 

A family history of cancerous disease should render the 
medical attendant especially careful. 

As soon as the malignant character of a suspicious 
growth is determined the doctor cannot too strongly urge 
immediate, radical removal. Delay leads to inaction; and, 
hence, before the patient realizes the fact, the disease so 
infiltrates surrounding structures that thoro eradication is 
impossible. Physicians are responsible for many incurable 
and hopeless cases of “cancer,” which have been allowed 
to reach the incurable stage by their failure to impress the 
need of early radical operative treatment. It should there- 
fore be the unvarying rule of every practitioner to advise 
immediate and active treatment in all cases of suspected 
malignant disease. Indeed in many cases it is much wiser 
to excise a suspicious tumor than to wait to confirm the 
diagnosis by the clinical course of the affection, or even by 
microscopic examination of a section removed for that pur- 
pose. Surgical operations in persons of good general 
health are, in a majority of ordinary cases, safe enough to 
make it better to occasionally excise a benign tumor un- 
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necessarily than to let a malignant tumor gain such head- 
way as to make thoro eradication and cure impossible. 
Aseptic removal of a small tumor in ordinarily accessible 
situations is practically free from risk to life, if done by a 
skilled operator. 

By the expression “radical operative treatment,” I mean 
removal of all neighboring lymphatic glands as well as the 
tumor itself—nitably on growths of the breast. It is wise, 
often, to remove the glands before the growth is toucht, 
because pressure during manipulation may possibly force 
infective matter beyond the glands already implicated. 

In removal of the tumor itself it is wise to cut very wide 
from the circumference of the tumor—the farther the bet- 
ter. Recurrence at the line of incision is all too frequent. 

To illustrate the method I advocate let us take an epithe- 
lioma of the lower lip. Here it is my invariable plan to first 
remove the lymph nodés under the jaw; then nearly the 
whole lower lip is cut away; and finally a new lip is made 
by plastic flaps from the chin, cheeks and neck. 

Or, in cancer of the breast, it is my rule first remove the 
lymph nodes above the clavicle; then the lymph nodes and 
fat in the axilla are carefully dissected out, with such part 
of this portion of the pectorales as may be necessary; and 
finally the mammary gland with the two pectoral muscles 
is cut away with as little handling of the tumor as possible. 

By such careful, systematic work only can we hope to 
succeed. Less thoro removal brings disaster. Hence my 
advise is: operate early and radically—if not, leave alone. 
Bad surgery is worse than no surgery. But by early and 
total removal as herein outlined many lives may be saved 
and the cause of surgery greatly advanced. 


FIBROID OVARY WITH ASCITES.* 


By THEO. A. ERCK, M. D., PHILADELPHIA, PA., 
Associate in Gynecology in the Philadelphia Polyclinic. 


Pure fibromata of the ovary are very rare—indeed 
some very eminent authorities have declared them to be 
a pathological impossibility. In the case to be reported 
there can be no doubt as to the diagnosis. 

The patient is a married woman, married 5 years, I 
child 4 years of age. About one year ago, while in her 
usual good health she noticed that the menstrual periods 
were becoming somewhat irregular and the flow diminisht 
in quantity. In May, 1901, her abdomen became notice- 
ably enlarged and—altho the menstrual periods continued, 
but of very scanty amount—she considered herself preg- 
nant. 

Examination revealed the abdomen greatly distended 
with free fluid, tho the walls were not tense. A hard nodu- 
lar mass about the size of a cocoanut occupied the hypogas- 
trium, which by combined examination was found to be free- 
ly movable and not connected with the uterus. 

A diagnosis of pelvic tumor was easy, but the char- 
acter of the growth could not be determined, tho presumed 
to be of ovarian origin. As the abdominal dropsy sug- 
gested the possibility of malignant disease—certainly the 
presence of some serious condition or other—abdominal 
section was advised ; and accepted. 

Upon opening the abdomen several gallons of a clear 
straw-colored fluid were evacuated. Both ovaries were re- 
moved. 

The pathologist pronounced the growth which involved 
the right ovary as a fibroma, and the opposite ovary sclero- 
tic and cystic, tho not greatly enlarged. 


*Abstract of paper read before the Obstetrical Society of Phil- 


The patient made an uninterrupted recovery. It seems 
most likely that the ascites was due to something intrinsic 
in the ovarian growth as there was no other cause for the 
dropsy, so far as could be determined at the time of opera- 
tion; and the patient’s speedy and perfect recovery attests 
the same thing. 


THE SIGNIFICANCE OF TEMPERATURE JN THE DIAG- 
NOSIS OF RUPTURED TUBAL PREGNANCY.* 


By CuHas. P. NOBLE, M. D., PHILADELPHIA, PA., 
Surgeon to the Kensington Hospital for Women. 


In case of doubtful diagnosis what value should be at- 
tacht to a rise in temperature when the patient is in col- 
lapse—for and against a diagnosis of ruptured tubal preg- 
nancy ? A rise in temperature is quite common after the reac- 
tion from collapse(or faintness in mild cases) has passt, such 
being due to plastic peritonitis, which is a part of the pro- 
cess of walling off the blood clots from the general peri- 
toneal cavity. With a history suggestive of ectopic preg- 
nancy and a mass in Douglas’s pouch, the presence or ab- 
sence of a rise in temperature would not at all throw doubt 
upon a diagnosis of ectopic pregnancy with rupture. On 
the other hand, in all former cases coming under my ob- 
servation, in which the patient was seen during primary 
collapse from hemorrhage, there was a subnormal tempera- 
ture; so that when this case was met, with a doubt as to 
diagnosis and a market rise of temperature, while the pa- 
tient was still in a state of collapse, there was an added ele- 
ment of uncertainty. The history was as follows: 
ciety. 

Mrs. R., aged 34, has had two children and one miscar- 
riage. She menstruated regularly and normally March 21, 
1902. She misst the April period. A pelvic examination 
made about the middle of May by Dr. William E. Parke led 
him to think that uterine pregnancy existed. At that time 
there were no lateral masses felt. May 25, about noon, 
after active exertion, the patient was seized with severe epi- 
gastric pain, faintness and vomiting. The pain and faint- 
ness continued thruout the day. A neighboring physician 
who was called in made a diagnosis of “acute indigestion” 
and prescribed an anodyne. Dr. Parke saw her at 11:30 
p.m. She was then pale with a pulse of 120, the skin cool, 
the mind clear and the abdomen distended, with tense ab- 
dominal walls. The vaginal examination was unsatisfac- 
tory, but no lateral masses were made out. 

I saw the patient in consultation about I a. m., when the 
condition was as described. The pelvic examination disclosed 
nothing abnormal, but was unsatisfactory because the pa- 
tient was stout and the abdomen so distended that biman- 
ual palpation was impracticable. The absence of menstrua- 
tion, the appearance of the patient, the condition of the 
pulse and the persistence of faintness, were suggestive of 
hemorrhage from extrauterine pregnancy. On the other 
hand, no clots or fullness could be felt in Douglas’s pouch, 
the pain had been epigastric in location, and the vaginal 
temperature was 100 degrees F. 

Hypodermic stimulation and hypodermocylsis were ad- 
vised to promote reaction, and it was felt that if reaction 
were not prompt a diagnosis of internal hemorrhage would 
be rendered more certain. 

The patient was left, with the understanding that if re- 
action was not prompt and satisfactory she was to be trans- 
ferred to the Kensington Hospital for Women for operation. 

This was done the following morning, when the abdo- 
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men was promptly opened and found distended by fluid and 
clotted blood due to ruptured ectopic pregnancy. The pa- 
tient was so prostrated for some days that the outcome was 
in doubt, but she finally made a good recovery. 

The case is reported as showing that a rise of tempera- 
ture a few hours after the onset of symptoms of hem- 
otrhage from ectopic pregnancy does not.exclude a diagno- 
sis of collapse from hemorrhage. 


LIVING CHILD DELIVERED AT TERM IN EXTRA 
UTERINE PREGNANCY.* 


By W. L. Estes, M. D., SouTH BETHLEHEM, PA. 


It is probably true, as Mr. Lawson Tait claimed, that all 
extra-uterine pregnancies are originally tubal and by either 
extrusion thru the fimbriated extremity (tubal abortion) 
or rupture of the tube become interstitial, intraligamentous, 
ovarian or intra-abdominal; in the last-named variety the 
patient sometimes going to full-term with more or less 
perfect development of the fetus. I have had two such 
cases—cases which seem conclusively to prove that after a 
tubal gestation has ruptured and discharged the whole fetal 
sac into the general peritoneal cavity it may lodge at some 
favorable locality and develop to maturity. The first of 
these cases I operated on several years ago. It was a case 
that had “misst labor” at term and when I saw her she 
had gone nine months over the ordinary term of pregnancy. 
I found a large fully developt fetus in a complete sac with- 
in the greater peritoneal cavity. The women was already 
far gone in septicemia and died after the operation. 

My second case was operated on last February and was 
delivered at term of a fully developt living child from a 
sac quite within the general peritoneal cavity. 


LIVING CHILD SECURED BY CELIOTOMY. 


Mrs. A. aet. 30, born in Pennsylvania, the mother of five 
boys. Former pregnancies and deliveries uneventful. She 
menstruated last the early part of April. She remembered 
nothing of any especial importance occurring during what 
she thought was an ordinary pregnancy, except perhaps 
the movement of the child seemed a little different from 
those of her former pregnancies. She passt the normal 
period for her labor in January, but as she felt well, she 
was not particularly disturbed by the fact. On the morn- 
ing of February 3d, while reaching up to a shelf in a closet 
to take something down, she suddenly felt something give 
way inside of her and immediately she was seized by severe 
pains and weakness. Thinking her labor had begun she 
summoned her family physician. After four days, as the de- 
livery seemed not to have progresst any, and the case 
seemed puzzling, this physician summoned a consultant. 
Examination now showed a decidedly puzzling state of af- 
fairs and the patient suffered intense and persistent pain, and 
had begun to vomit almost incessantly, and was very weak. 
On the fifth day she was sent to St. Luke’s Hospital. She 
arrived early in the morning of February 8th at the hospital. 
My assistant, Dr. Walker, during my absence out of town, 
took charge of her and at once diagnosed her case, and set 
about preparing her for operation. She was very weak, 
but had very little fever. Temperature, 99.4; pulse, 112. 
Upon my return home in the evening I saw her at once and 
made a careful examination. I found a nearly exhausted 
woman, pulse 120, temperature 98.8. She had been able to 

*Extract from paper read before the Medical Society of the 


State of Pennsylvania. Full report appears in the Pennsylvania 
Medical Journal, the official organ. 


retain a little food during the day for the first time in three 
days, and she said she had less pain than for several days. 
She was pale and haggard, however, and very tired. Ex- 
amination showed a well developt woman, her abdomen 
was distended, her breasts were large; and she had all the 
usual external signs of late pregnancy. The abdomen was 
flatter than usual and there was markt bulging of both lum- 
bar regions. Palpation showed a child located trans- 
versely across the abdomen, head to the right; it moved, 
but its movements were feeble; it seemed as large as the 
ordinary child at term. Percussion showed dullness up to 
the line of the anterior superior spines of the ifia, but above 
this there was decided resonance as far up as the umbilicus, 
and above this tympany. Auscultation showed fetal heart 
sounds very distinctly, and a souffle towards the right iliac 
spine. Vaginal examination showed an enlarged, but empty 
uterus, os widely open; careful examination showed no in- 
dications of uterine rupture; there was and had been no 
hemorrhage from the vagina. Uterus measured from the 
os externum to fundus, within, 8 cm. 

The examination and history left no doubt as to the 
physiologic or pathologic condition. Evidently it was a case 
of abdominal pregnancy gone to term, and a still living 
child. It was presumed that rupture of the sac had oc- 
curred. I determined to operate immediately. 

Operation was performed after the usual aseptic prepa- 
ration, ether being used as the anesthetic. I made a me- 
dian incision from the hypogastric to the upper umbilical 
region. As soon as the thickened and discolored peritoneum 
was opened a quantity of dark, greenish, grumous fluid es- 
caped, and a very dark almost gangrenous looking mass 
presented which was recognized as the omentum. This was 
adherent to the abdominal walls and to the brim of the 
pelvis. It was loosened, ligated and removed. The child 
was now found under the coils of intestines in the umbilical 
region, the sac being attacht to the ascending and descend- 
ing colon and the mesocolon and to the coils of small in- 
testines in the mid-abdomen; it had ruptured and contents 
(amniotic fluid) escaped into the general peritoneal cavity. 
The left broad ligament and cornu of uterus were free from 
attachment to the sac, but at the middle of the left tube 
there was a depresst, annular cicatrix which I presume to 
be the point at which the fetus and its unruptured envelopes 
originally escaped. The right tube was normal. The child 
was quickly removed by separating the coils of small intes- 
tines a little to the left of the median line, and enlarging 
by tearing the opening already in the sac, the cord being 
clampt and cut between the two hemostats. The child 
was in suspended animation when removed, but was quick- 
ly revived. 

After the child was removed and the cavity of the sac 
and the peritoneal cavity thoroly washt with hot normal sa- 
line solution a further examination showed the sac attacht 
to the right horn of the uterus and to the right broad liga- 
ment, to the rectum and to the fascia of the posterior por- 
tion of the brim of the pelvis, and as I said before to the 
ascending and descending colon and mesocolon on either 
side, and to the posterior surface of the coils of the small 
intestine which occupied the umbilical region. The right 
broad ligament was simply attacht to the sac by adhesions 
to its inner or uterine end. There was no indication what- 
ever of any former injury or rupture, and the ligament itself 
did not form any part of the sac proper. Douglas’s pouch 
was intact and contained nothing but some of the grumous, 
green fluid. 
over the common iliac vessels on the right side. The site 
of the placenta and its condition was carefully examined 


The placenta was attacht to the pelvic fascia © 
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to find out if it were possible to remove it. While making 
this examination the determination was quickly settled, for 
a furious hemorrhage was started by an attempt to separate 
a sort of U-shaped bend of the cord which was attacht to 
the bottom of the sac. Long clamp forceps and packing 
of gauze controlled the hemorrhage. The rest of the sac 


was dried and a quantity of gauze packt inside of it. The 
margins where the sac was opened, were sticht to the ab- 
dominal wound and the abdomen sutured above and below, 
leaving an aperture of about 5 cm., which communicated 
with the interior of the sac and thru which the gauze pro- 
jected. 


The woman stood the operation very well. The day fol- 
lowing she seemed markedly better in every way, but her 
septicemia and very weak condition when admitted gave me 
very little ground to hope for her recovery. She lost ground 
from the fourth day and died of exhaustion on the thirteenth 
day after operation. The child throve from the beginning 
and is now a strong, healthy girl baby. 


TECHNIC OF OPERATION. 


The chief difficulties in the operation for abdominal 
pregnancy are the extraction of the sac and placenta, and ef- 
ficient drainage of the sac. In my case any atempt at re- 
moval of the sac was so impracticable that it was not at- 
tempted at all. I think no operator of whose work I know 
anything has attempted it. [Dr. Jos. Eastman of Indian- 
apolis once successfully removed the sac and placenta in 
abdominal pregnancy operated on at, or near full term.— 
Editor. ] 

Kelly states (Operative Gynecology, Vol. 2, p. 457.) 
“When the extra-uterine fetus has been dead for several 
weeks it (the operation) is analogous to the removal of an 
adherent ovarian or dermoid cyst. A complete extirpa- 
tion of the sac in this way has been possible in each of the 
three cases of extra-uterine pregnancy operated upon in my 
clinic when the fetus had died during the seventh, and in 
two cases when it had died during the ninth month of the 
pregnancy. In all five cases there were no unsual difficul- 
ties in the way of enucleation.” 

In the case of the dead fetus I operated upon several 
years ago I attempted an enucleation of the embryonal sac, 
but found it quite impracticable. I think cases where it 
is practicable are rare, and as a rule it should not be at- 
tempted. 

Tait and Van der Veer also advise the removal of the 
placenta. Tait insisted that the placenta should be re- 
moved, and he reports that in the successful case he oper- 
ated upon at full term he succeeded in removing the pla- 
centa. Dr. Mordecai Price’s case—the most markedly suc- 
cessful one done in America—would not admit of the re- 
moval of the placenta at the time of the operation. Dr. 
Price in a personal letter informs me that he made several 
attempts, on the 10th, 22nd and 32nd days after operation, 
The first two attempts were attended with such fearful hem- 
orrhage he was obliged to desist and rapidly to. pack the 
cavity with gauze to control the flow of blood. After a 
partial separation later on the third attempt succeeded. In 
my own case removal of the placenta was quite out of the 
question, as it was immediately above and attacht to the 
right common iliac vessels. Even an attempt to separate 
a coil of the cord from the bottom of the sac to which it 
was firmly attacht was attended by such fearful hemorrhage 
that I had to desist and pack with large masses of gauze. 
If the sac has not ruptured and has only been opened above 
to an extent necessary to remove the child, I believe that 
the removal of the placenta is not necessary and is too 


dangerous to attempt at the time of operation. The sac 
merely should be stitcht to the sides of the abdominal open- 
ing, be packt with iodoform gauze, after completely empty- 
ing it of all fluid and blood clots and carefully drying it. 
My case showed me the great importance of providing 
drainage from the bottom of the lower part of the sac. 


If possible one or both lumbar regions should be employed 
for drainage, by making an incision into the cavity of the 
abdomen and if the sac is not adherent here it should be 
drawn down and stitcht to the skin around the whole peri- 
phery of the external wound, then opened and a large-sized 
drainage tube introduced. One should leave a sufficiently 
large opening above in the original incision thru which an 
end of the gauze packing should protrude. Thus the sac 
may be flusht as often as necessary, or even permanent 
douching or flushing may be employed. In this way the 
inside of the sac may be kept sweet and clean and the dan- 
ger of sepsis be to a very large degree obviated, and the 
placenta may thus be gradually exfoliated without serious 
results. 


AN UNSUCCESSFUL ATTEMPT AT HEART-SUTURE.* 


By JOHN H. Gipson, M. D., PHILADELPHIA, PA., 
Professor of Surgery in the Philadelphia Polyclinic. 


All successful attempts at closing wounds of the heart 
have been, undoubtedly, reported; all unsuccessful cases 
should also be recorded that we may intelligently decide 
upon the propriety of operative treatment in the various 
classes of cases which may be met. I therefore submit the 
following case-history : 

A. B., colored, aged about 25 years, was admitted to the 
Pennsylvania Hospital on September 8, 1902, at 8:45 p. m., 
having been pickt up on the street in an unconscious con- 
dition by a police patrol. From facts learned subsequently 
it would appear that the man had been stabbed about fifteen 
to twenty minutes before the police arrived. 

I saw the patient about 15 minutes after his admission 
and found a stab wound thru the fourth costal cartilage, 
from which blood was slowly oozing. The patient’s pulse 
was so small and rapid that it could not be counted. The 
cardiac area of dullness did not seem to be greatly in- 
creast and there was no evidence of blood in the pleura. 
The patient was in a state of semi-consciousness, any man- 
ipulation producing a great deal of restlessness. He was 
hurriedly removed to the operating room, where a hypo- 
dermic of morphine and atropine was given for the purpose 
of quieting him during the cleansing of the area about the 
wound, and in order to avoid if possible the use of a gen- 
eral anesthetic. It was found, however, that a small amount 
of chloroform was necessary in order to keep the patient 
quiet. At this time no pulse could be felt at the wrist. 
At 9:20 a flap was turned back and the fourth costal car- 
tillage excised. A considerable amount of semi-fluid 
blood was encountered outside of the pericardium. The 
opening in the pericardium was readily found and when 
it was enlarged vary dark blood spurted out in a consid- 
erable stream. Digital examination revealed a_pericar- 
dium filled with blood and a heart which was making des- 
perate efforts to perform its function. It was difficult to 
find the wound in the heart wall because of the rapid and 
irregular movements of the organ. After a brief period, 
hawever, the tip of the fore-finger discovered the opening, 


*Abstract of paper read before the Pennsylvania State Medica 
Society. 
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and when inserted into it arrested the bleeding. While 
thus controlling the hemorrhage with the left forefinger, I 
resected with my right hand the third costal cartilage; in 
doing this, however, the pleura was opened. Having re- 
moved this cartilage the wound in the pleura was closed 
with gauze packing and a curved needle armed with cutgut 
was passt into the heart-muscle near the wound for the pur- 
pose of bringing the organ up into the external opening 
where it could be sutured. At this time the patient’s heart 
ceast to beat and altho I endeavored to produce contrac- 
tions by compressing the heart with the two fingers of 
my right hand, while controlling the opening with my left 
fore-finger, no action could be produced, and the patient 
died, the respiration continuing for about two minutes after 


the heart action ceast. 

I thought at the time of the operation that the wound 
which I discovered was in one of the auricles, but the post- 
mostem examination showed it to be in the right ventricle 
just below the pulmonary opening and very near the sep- 
tum. The suture which I introduced had passt thru only 
one side of the wound of the heart. In placing this suture I 
tried to make it approximate the edges of the wound tho 
it was primarily introduced for purposes of traction—and 
it workt well, bringing the heart into easy reach. The 
time occupied in my work to arrest the bleeding and close 
the heart wound was about five minutes. At the same time 
I began my work Dr. Mitchell began the exposure of the 
median cephalic vein in order to give transrusion, but the 
patient died about the time the vein was exposed. 


POSTMORTEM EXAMINATION.—On removing 
the sternum the anterior mediastinal tissues were found full 
of blood. The left lung was collapst and the left pleural cav- 
ity contained a large quantity of fluid blood. The right 
lung was bound to the parietal pleura ‘by a few light 
fibrous adhesions. The parietal pericardium was infiltrated 
with blood and presented a dark purplish-black appearance. 
The cavity contained a small amount of blood. The heart 
weighed 320 grains. It was not enlarged, it contained no 
blood and was quite flabby. Epicardium was smooth and 
glistening, enclosing a moderate amount of fat. In the 
wall of the right ventricle, two cms. from the interventricu- 
lar septum and 4'%cms. below the conus arteriosus there 
was a linear wound 1% cms. in length. It appeared as a 
narrow slit and ran in the direction of the septum, from 
the apex towards the pulmonary artery. Passing a probe 
thru this wound it entered the right ventricle between the 
columnae carneae. The heart muscle was pale-brown and 
rather soft. All the valves were delicate. The aorta was 
smooth, 

This case presents a number of interesting features. The 
diagnosis of the exact nature of the injury was not difficult ; 
the position of the wound, the rapidly failing circulation, 
the absence of blood in the pleura and the patient’s near- 
ly complete unconsciousness taken together pointed very 
definitely to a penetrating wound of the heart without in- 
jury of the pleura. 


Lauenstein’s Hand Sterilization. 

The method of hand sterilization practist by Lauenstein is 
described by Prof. Nicholas Senn in American Medicine as con- 
sisting of (1) Softening end washing of hands without brush in 
warm water and soap, frequently changed until water remains 
clean. (2) Cleansing and trimming of finger nails. (3) Re- 
newed washing in warm water without brush. (4) Final cleans- 
ing in warm water end soap with use of sterile brush. (5) Dry- 
ing with sterile towel. (6) Thoro immersion and scrubbing of 
fingers with 66 per cent alcohol with use of sterile gauze sponge, 
with special reference to finger nails and subungual spaces con- 
tinued for three minutes. 


LORENZ’S BLOODLESS REDUCTION OF CONGENITAL 
DISLOCATION OF THE HIP JOINT. 


By EDMUND ANDREWS, M.D., LL.D., Ca1caco, ILL., 
Emeritus Professor of Surgery in the Northwes‘e:n University. 


Much interest has been aroused by the visit of Prof. 
Adolph Lorenz of Vienna; consequently the opinion of ex- 
perienced surgeons as to his “bloodless surgery” may be of 
interest. Personally I observed his methods closely, and 
in stating my conclusions, I think it best to briefly consider 
the whole question of the disease and its treatment. 

Congenital dislocations of the hip joint are somewhat 
rare. When they occur it is the opinion of obstetrical au- 
thorities that the displacement of this joint takes place some 
time before birth, and almost never as an accident of the de- 
livery. It appears to be due to imperfect development of the 
acetabulum, the head of the femur, and of the joint ligament. 
In other words, the undevelopt mechanism of the joint allows 
the head of the femur to be gradually drawn or presst up- 
ward and backward in utero, and betore labor commences. 

During the last ten years efforts have been made to 
treat these cases by two methods: 


1. INCISIONS DOWN TO THE JOINT.—Thru 
the open wound the operator clears out the acetabulum and 
when necessary enlarges and deepens it by curetting and 
gouging the bone. He then places the head of the femur 
in the enlarged cavity and closes the wound aseptically. 

Hoffa has reported 248 open-wound operations with ten 
deaths. About half the operations were practically success- 
ful. Of the other half ten died, as above stated, and the re- 
mainder had more or less imperfection of the function of the 
joint. 

2. THE BLOODLESS OPERATION.—Prof. Lor- 
enz, of Vienna, has given his attention earnestly to the de- 
velopment of this method.. Five years ago he publisht a 
large number of cases, and since that many more. He seems 
to be a candid man. He admits failures, and lays no claim 
to infallibility. He says that from 50 to 70 per cent of the 
children obtain a perfect functional cure, so as to be able to 
run, jump and use their limbs as well as anyone, but that 
anatomically the X-ray and other methods of examination 
detect in these successful cases some harmless deviation from 
perfect form or structure. The remaining cases, amounting 
to about 40 per cent, are usually greatly benefitted, but still 
not functionally perfect. 

Mickulicz, of Breslau, has also publisht a large number 
of cases of the bloodless operation, and claims a very high 
success. 


Lorenz’s ideas and methods are as follows: The child 
should be allowed to reach an age above two years and not 
over five or six years before operating. In older children 
the operation becomes more difficult, and altho some suc- 
cesses are obtained among them the ratio of failures is large. 
Prof. Lorenz brought with him from Vienna a highly trained 
assistant and several pieces of special apparatus to enable 
him to apply proper force to the limb and to hold the patient 
in desired positions. 

Anesthetics are given in full quantity. Lorenz remarks 
that it is of great importance to avoid haste in applying the 
necessarily great force, and insists that one must proceed 
‘slowly—slowly,” so as to stretch and rupture the opposing 
muscles and ligaments very gradually, otherwise bones 


would be fractured. He says he has fractured the neck of 


the femur quite a number of times, but the shaft only once. 
His manipulations consist of flexions, rotations, trac- 


Hii 
Hi} 
Hi 
Hil 3 
4 
| 
Hil 
| 
4 
i 
| 
i 
| 
| 
| 
i 
aa 
i 
4 4 
4 
| Rill a 
t 
a 
Hill nN 
t 
a 
| 
aa 
‘an 
ii 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 13 


tions, and finally very great forced abductions, so as to put 
the three adductor muscles on a violent stretch and make 
them rise up a firm, hard ridge under the skin near their 
origin at the pubis. Then, while an assistant maintains this 
powerful tension by forcing abduction, he manipulates this 
muscular ridge pretty near the pubis by a chopping motion 
of the border of the hand and the pressure of the thumbs and 
of the closed fist until by great force and determined per- 
sistence he tears off the three great adductors from their 
origins at the pubis and ramus of the ischium. At the same 
time all the other tissues which resist extreme abduction are 
slowly stretcht or torn until the femur is thoroly loosened 
and the thigh can be swung freely out so as to stand out lat- 
erally at right angles to the axis of the body. This part of 
the operation gives an impression of terrific violence of one 
who sees it for the first time, and the necessity of judgment 
and skill in the operator is most manifest. The manipula- 
tions, rotations and tractions are now patiently and adroitly 
continued until the head of the bone is felt and heard to 


snap into the acetabulum, or upon its rim, if the cavity is | 


not large enough or empty enough to fully receive the head. 
If it is a double dislocation, both sides are treated in the same 
way, the bones are placed in position, with the two thighs 
standing out laterally at right angles to the body, for in no 
other position is it possible to keep the head of the femur 
down upon the acetabulum, because these cavities are in 
many cases very imperfectly developt. 

The next step is to wrap the thighs, as well as the pelvis, 
thickly with cotton compactly bandaged on. Some strips of 
soft porous cloth are laid next to the skin under the cotton, 
and extending above and below it, for purposes presently to 
be mentioned. Next plaster of Paris bandages are applied 
over the whole length of both thighs and across the back and 
front of the pelvis, so that the pelvis and both of the thighs 
are incased in one inflexbile mass. The knees and legs are 
left free. The strips of soft cloth laid next to the skin and 
running beneath the plaster dressing are used to cleanse 
the skin from time to time by pulling them to and fro, and 
are renewed as often as needful by sewing clean strips to 
the ends of the soiled ones and then pulling them into posi- 
tion. The anus and urinary outlets are left uncovered. 


The plaster splint is kept on about six months, and 
sometimes longer, but the patient is allowed, after the first 
few days, to get out of bed and hobble about. When the 
splint is taken off the thighs are found, of course, to be stand- 
out somewhat stiffly at right angles to the body. They must 
not be suddenly brought down, but by very slow and gradual 
manipulation from day to day, they are brought back to the 
line of the body. By this time the heads of the femurs will 
be so well settled into the acetabula, either by adhesion or by 
repair of the capsular ligaments and synovial membranes, 
that they will remain there securely in most instances. Ina 
few cases they will fail to preserve perfectly their correct 
position, but even then they are much nearer to it than be- 
fore the operation, and much more useful for walking. 


It is perhaps too early as yet to determine with absolute 
certainty the relative value of the two methods, but my be- 
lief is that Lorenz’s bloodless operation will be found the 
safest, and will, on the average, give the most useful limbs. 


American surgeons have been favorably impresst with 
the personal qualities of Prof. Lorenz, both on account of his 
great skill in manipulation, and of his apparent honesty in 
admitting his failures when they occur. 


Operations somewhat similar to this have been done by 
Chicago surgeons, but it was a great pleasure to see the 
method demonstrated by the one most distinguisht as its au- 
thor and developer. 


LITERARY NOTES. 


Morris’s Surgery of the Kidney. 

Surgical Diseases of the Kidney and Ureter, by Henry Mor- 
ris, M. A., M. D., F. R. C. S., Senior Surgeon to the Middlesex 
Hospital, London. In two octavo volumes, each of 700 pages; 
price $12.00 for both. Publisht by W. T. Keener & Co., 90 Wa- 
bash Ave., Chicago. Volume I of this most excellent treatise, 
containing more than 200 engravings and two colored plates, pre- 
sents much of great interest to surgeons and gynecologists. Be- 
ginning with a full description of the anatomy of the kidney and 
the abnormalties, the author proceeds to discuss the clinical ex- 
amination for nephritic diseases. Then follows a consideration 
of floating kidney (a subject on which Dr. Morris is a world-wide 
authority), injuries of the kidney, perinephritic pathological con- 
ditions, pyelonephritis, renal fistula, tuberculosis, tumors, and 
syphilis. It is a much more elaborate work than the “Manual” 
publisht some years ago and far more satisfactory. Readers of 
the Journal are conscientiously advised to add it to their library. 
British subscribers can obtain it from Cassell & Co., of London. 


Saunders’ American Year-Book. 


The American Year-Book of Medicine and Surgery for 1903. 
A yearly digest of scientific progress and authoritative opinions 
in all branches of Medicine and Surgery, drawn from journals, 
monographs, and text-books of the leading American and foreign 
authors and investigators. Arranged, with critical editorial com- 
ments, by eminent American specialists, under the editoral 
charge of George M. Gould, A. M., M. D. In two volumes—Vol. 
I, including General Medicine, Octavo, 700 pages, fully illustrat- 
ed; Vol. II, General Surgery, Octavo, 670 pages, fully illustrated. 
Philadelphia, New York, London: W. B. Saunders & Co., 1903. 
Per volume: Cloth, $3 net; half Morocco, $3.75 net. There is 
no similar publication, either Americen or foreign, that can 
compete in any way with this excellent Year-Book, publisht by 
W. B. Saunders & Co. It is not an indiscriminate collection of 
extracts clipt from any and every journal: the matter is carefully 
selected, edited, and in numerous cases commented upon by the 
eminent authorities whom Dr. Gould hes enlisted as his assist- 
ants. Every new theory and scientific discovery worthy of the 
consideration of the profession has found a place in this unusual- 
ly complete Year-Book; and the names of the several editors are 
sufficient guarantee of a proper discrimination. The work comes 
in the same dress es last year—in two volumes. Vol. I contains 
General Medicine, and Vol. II General Surgery, the volumes be- 
ing sold separately if desired. As usual the illustrative feature 
is well taken care of, there being eleven full-page inserts, besides 
many excellent text-cuts. Saunders’ American Year-Book may 
well be recommended as the best work of its kind on the mar- 
ket; the surgical volume being of especial interest to readers of 
this Journal. 


Dr. Bell Re-Enters Journalism. 


The editorship of the Medical Mirror, made vzcant by the 
untimely death of its founder, Dr. I. N. Love, has fallen to Dr. 
Raley Husted Bell, the poet-physician of the South. For some 
time Dr. Bell made Moody’s Medical Magazine of Atlanta one of 
the most interesting of medical publications and there is no 
doubt he will render the Mirror equally valuable as the literary 
character of the two journals has been much the same. 


Diseases of the Nose, Pharynx and Ear. 

Diseases of the Nose, Pharynx, and Ear. By Henry Gradle, 
M. D., Professor of Ophthalmology and Otology, Northwestern 
University Medical School, Chicago. Handsome octavo of 547 
pages, profusely illustrated, including two full-pege plates in 
colors. Philadelphia anod London: W. B. Saunders & Co. Cloth, 
$3.50 net. This volume is intended to present diseases of the 
Nose, Pharynx, and Ear as the author has seen them during an 
experience of nearly twenty-five years. In it are answered in 
detail those questions regarding the course and outcome of dis- 
eases which cause the less experienced observer the most anxiety 
in an individual case,—questions to which an answer is not easily 
obtained from text-books. In the therapeutic part of the work 
the author has given detail only to those procedures which have 
withstood the test of critical experience. Topographic anatomy 
being a requisite for all surgical work, the author has wisely 
devoted liberal space to this branch of the subject. The numer- 
ous illustrations are exceptionaliy accurate in their portrayal 
of the pathologic conditions, especially so the two full-page col- 
ored plates. There is no work of its size that is at the same time 


so useful a text-book and so excellent a work of reference. 
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EDITORIAL NOTES. 


Murphy and the “Commission Men.” 


That justly celebrated surgeon, John B. Murphy, of Chicago, 
has been made the victim of a most disreputable set of men con- 
nected with the so-called “Christian Hospital of Chicago.” Dur- 
ing his absence from the city these men sent letters to practical- 
ly every doctor in the Mississippi valley offering 50 per cent of 
all fees received from patients sent for operation—presumably 
by Dr. Murphy. This gentleman promptly declared his inno- 
cence in the matter and had the senders indicted for fraudulent 
use of his name. The worst phase of the subject, however, is 
the abuse heapt upon Murphy by medical writers who did not try 
to ascertain whether or not he was responsible for the use of 
his name. The tendency of some men to think evil of the great 
is deplorable. 


Is a “Commission” Ever Justifiable? 


To the question: Is it ever justifiable for a specialist to 
pay a “commission” to the family doctor for business sent? 
there can be but one reply: NO! Any physician who would try 
to sell his patient to the highest bidder among the specialists is 
a rascal of the worst type. No reputable surgeon, gynecologist 
or other specialist will consider any proposition from such a 
doctor, nor will he offer to pay a fixt commission on fees he may 
receive from patients sent him; any man who does so should be 
regarded as incompetent and dishonest. But—under certain cir- 
cumstances a “division of the fee” between specialist and family 
doctor is entirely justifiable, right, honest, without injustice to 
the patient; there is a vast difference between paying a com- 
mission for all business sent and dividing the fee with a doctor 
who would not otherwise receive just compensation for services 
actually rendered. 


When Division of Fee is Justifiable. 


Let us take three illustrative cases from my own work: (1) 
A man received an injury to the head; I was telegraft es to 
expense of trephining; replied $300 and expenses; after operat- 
ing I learned that the man had no money—his acquaintances had 
contributed to the required amount (the attending physician him- 
self aiding to the extent of $10 as I found out long after); when 
I had accepted the fee there was nothing left for the doctor 
for his attendance prior to my arrival, for his assistance at opera- 
tion and his care until the death of the patient; finding which 
state of affairs I gave the anesthetist $10 and the tamily doctor 
$100. If this was wrong I am happy in being wicked! (2) I 


. was called by a doctor of this city to see a patient in a distant 


suburb; found operation for appendicitis necessary; extreme 
poverty; friends raised $75; I operated and accepted the money; 
gave the anesthetist $5, the doctor who had the patient, the 
responsibility and the long-continued after-treatment (for which 
he would never otherwise have received a penny), the sum of 
$35 and kept $35 for my work; a life was saved, a family doctor 
slightly rewarded and—perhaps—the “letter of the law” violated. 
Can any man with half a conscience say that my act was wrong? 
(3) A widow in a distant city had a cancer of the uterus, and a 
small house; she sold the house and brought the cancer to the 
city; I relieved her of the cancer and the price; but there was 
a fistula of bladder and general ill-health which would require 
many weeks of care on the part of her regular attendant who 
sent her to me, for which she frankly told me she would not be 


able to ever pay, probably, as hospital expenses and my fee had 
exhausted her means; I sent him a third of the fee I received; 
was this “unethical?” If so there is sweet comfort in being un- 
ethical—under such circumstances! 


Who Cries “Stop Thief?” 


Who are the men who howl and rage and beat the air and 
cry “Quack—quack” because men like myself try to be just to 
their fellowmen? Egoists, every one of them—men working 
solely for their own financial benefit, regardless of the interests 
of their struggling brethren of the field of “general practice.” 
It isn’t excess of moral sense which makes them condemn the 
practice; it is pure selfishness. . Disguise it as they may, it is 
merely the fact that they want the whole fee as well as the 
whole credit—for- work which is frequently borne in greatest part 
by the family doctor; the specialist gets the money and the phy- 
sician gets the “cussing” if things go badly. 


Should Division of the Fee be Secret? 


Perhaps the most important question pertaining to division 
of the fee is whether or not the patient should be told that the 
physician and the specialist are taking the case for a joint-fee. 
Under circumstances such as those just mentioned the patient 
has nothing to do with the matter—it is purely a subject of inter- 
est between the two attendants. But as arule it is best for the 
patient to be told plainly that the money paid is to be divided 
between the doctors in proportion to the value of the services 
rendered by each. Most people prefer this mode of settlement: 
letting a certain sum cover the entire expense. In practice the 
matter is very e2sily arranged. Take my own way as an ex- 
ample: 


How Division is Accomplisht. 


My work is limited exclusively to surgery and gynecology; 
more limited still than the average “specialist’s” for I accept no 
patients save those sent by doctors—with the public in general 
I have nothing to do. My financial as well as professional suc- 
cess depends entirely upon the good opinion of physicians. To 
them I have repeatedly said I detest the practice of “paying a 
commission” for business sent—I never did do it and never will; 
it isn’t right. Nor is it proper to divide the fee for a simple con- 
sultation. But my work is such that I seldom can look after 
the patient either before or after operation. So when I am 
called to operate I generally say to the patient: “Your doctor 
and I will do what is necessary for (say $500), and we will di- 
vide this between us according to the amount of work and re- 
sponsibility assumed by each of us.” Or, in many cases, I say 
to the doctor: “This operation and after-treztment should be 
worth $500. Can they pay that? Will you be satisfied to accept 
the fee from them, pay me $300 and keep the balance for your 
services? If so, tell the people plainly what the entire cost 
will be, let them pay you and then you can settle with me.” If 
there is anything wrong in either plan I fail to see it. The 
patient certainly suffers no injustice; the regular attendant is 
not subjected to financial loss that the specialist may thrive; and 
the operator has received his just share—no more and no less. 
Division of the fee in suitable cases is right; and is bound to 
grow more frequent. 


Specialism Declining. 


As a consequence of his short-sighted financial policy, the 
work of the city specialist will soon decline. Day by day the 
average “general prectitioner” is widening his field of work— 
soon he will call the “great” man of the city only when in direst 
need, and often too late. Hence the patient will suffer because 
the specialist of to-day is selfish—hiding behind a cloud of argu- 
ment based upon unsound premises. Really the men who are 
so vigorously condemning division of the fee regardless of cir- 
cumstances are doing a world of harm; but they are not per- 
haps to blame—some men never can see the right side of any- 
thing; precedent and prejudice are so blinding; and then there 
is the ever-present avarice to contend with. 


What of the Future? 


The specialist who adopts any other plan than this is not 
merely failing to give the family doctor his just dues, he is do- 
ing future patients a very grave injustice by leading the gen- 
eral practitioner to attempt that for which he is ill prepared. 
For, rather than lose all the fee, many a doctor will delay opera- 
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tive treatment until too late, or worse—will try to perform 
operations he ought never to attempt. Not every man can suc- 
cessfully remove an advanced cancer of the uterus, or safely 
trephine a spine; not every country doctor, or even Court-House 
Surgeon, can properly extirpate a kidney or extract a cataract. 
Medical education will never reach such a degree of perfection 
that every graduate can be made competent to perform certain 
formidable, hazardous operations—particularly after some years 
of inactivity in operative work while “building up a practice;” 
nor will every practitioner desire to do operative work even tho 
competent—tastes differ. So there must ever be men who limit 
their work to certain fields; ophthalmology, operative surgery, 
etc.; indeed, it is well that it is so, for “practice makes perfect.” 


And How is it To-Day? 


Present-day graduates are so much better prepared to be 
“universal specialists” than were the men of yesterday, that they 
may be in the future more nearly competent to get on without 
the aid of specialists. To-day there are thousands of men prac- 
tising who are not and cannot hope to become expert in certain 
lines of work; if honest they probably will sacrifice their personal 
interests (for doctors as a class are the most unselfish men on 
earth—and specialists as a class the most selfish) and take their 
patients to competent men when in need of help. The reputzble 
specialist, in absolutely refusing to divide a fee regardless of 
circumstances, is holding out a constant temptation to the less 
conscientious practitioners to seek men who will divide and fre- 
quently to the detriment of the patient—for an unscrupulous 
doctor who seeks a man to pay a secret commission will al- 
most always secure an incompetent operator, rather than a good 
one who does not appreciate the equities of the question. So by 
his indifference to the welfare of the general practitioner in the 
matter of financial recompense for services actually rendered the 
selfish specialist is to-day doing more to put the entire matter 
upon a pure commission basis than are those who are carrying 
the plan into practice—on the sly or otherwise. Verily there is 
no man so blind as he who does not want to see! 


American Congress of Tuberculosis. 


Owing chiefly to the fact that such extortion was practist 
at the dedication exercises of the World’s Fair, it was decided at 
a conference of the officers and Advisory Committee of the Amer- 
ican Congress on Tuberculosis, held in New Orleans, May 7, that 
the previous plans of the council to hold the Congress in St. 
Louis in 1904, be changed, many considerations favoring Wash- 
ington, D. C., as the place of meeting. A change of time of meet- 
ing was also made to April 4, 5, and 6, 1905. The outrageous 
charge of $15 a day for a hack and from $4 to $15 a day for hotel 
was enough to sicken any man against St. Louis. The World’s 
Fair people MUST do something to prevent such over-charging 
next year. 


GYNECOLOGICAL NOTES. 


Age Limit in Uterine Cancer. 


Under this head American Medicine, of Philadelphia, says: 
Altho the maximum incidence for the occurrence of carcinoma of 
the uterus is between the fortieth and fiftieth years, yet the possi- 
bility of its development earlier should not be overlookt, and 
probably should be more frequently emphasized. This fact has 
been strongly brought to our notice recently by the observation 
within three months of three patients suffering from well ad- 
vanced cervical cancer before thirty years of age. In two of 
them the disease was so extensive as to contraindicate surgical 
interference. As we have repeatedly said, eternal vigilance is 
required for the early diagnosis of this insidious disease; and 
these cases in point indicate the necessity for careful examina- 
tion and early operation in bad lacerations of the cervix; for 
it is extremely -rare for a nulliparous woman to suffer from 
cervical cancer unless she has been subjected to some operation 
or instrumental treatment. When the disease occurs early dur- 
ing the period of sexual activity, its extension is very rapid, and 
recurrence almost inevitable, so that we are confronted by the 
melancholy truism that we know little about, and can do little 
for, well defined cases of uterine carcinoma. The chief prophy- 
lactic measure is the repair of lacerations of the cervix which are 
extensive enough to produce an eversion of the cervical mucous 
membrane, whether they are symptom-producing or not. 


Treatment of Pelvic Hematocele. 

Most surgeons now advise operation in every case of pelvic 
hematocele as practically all may be traced to ruptured tubal 
pregnancy, with all the danger that condition entails. Schenck 
says that we should operate usually not only in cases of uninter- 
rupted extrauterine pregnancy, but also in interrupted pregnancy 
with the formation of hematocele, since another attack of hem- 
orrhage, or long uterine bleeding, or appearances of decomposi- 
tion may set in. In uncomplicated hematocele the waiting meth- 
od without operation may sometimes be followed. The advan- 
tage of early operation is that the operation may be more con- 
servative than if it has to be done later under unfavorable condi- 
tions. 


Children Born of Insane Mothers. 


The final number of Philadelphia Medical Journal contains an 
interesting note concerning an investigation by Tregold on the 
subsequent history of children born whilst the mother was in- 
sane. He reaches the following conclusions: (1) The mental 
and physical condition of the child is in no wise influenced by 
the mere fact of-the mother being insane during pregnancy; (2) 
neither is the condition of the child influenced by the variety of 
insanity, the duration of the attack or the age of the mother, nor 
even directly by the number of attacks from which the mother 
may have suffered; but that (3) mental disturbance of the child 
is directly dependent upon the presence or absence of morbid 
hereditary influences. 


Recurrence in Mammary Cancer. 

Bryant’s statistics in mammary cancer seem to be about as 
goods as anybody’s, tho he does not make so radical an operation 
as a rule. His usual plan consists in the removal of the whole 
gland with the skin and fat over the diseased area; when the 
auxillary glands are enlarged, he dissects out the axilla and 
subpectoral spaces. An incision is always made into the axilla 
to examine it, but the glands are not removed unless they are 
enlarged. The pectoral muscle is not removed unless it is in- 
vaded by the mobid process. Of the 46 cases analyzed, 13 are 
alive and 4 have died without evidence of recurrence. Of the 13 
which are now alive, one has remained free five years, one for 
six years, three for eight years, three for nine years, two for 
ten years, two for fourteen years, and one for sixteen years. Of 
the four which died, one perisht from an accident after five years, 
one died of senility after twenty years, one from intestinal ob- 
struction after thirteen years, and one from acute jaundice four- 
teen years after operation. He thinks early operation is of more 
importance than tremendous operations upon practically hopeless 
cases. In the early cases an incision was always made unto the 
small tumor for the purpose of diagnosis before radical operation 
was proceeded with. It is his experience that out of every four 
cases of breast disease more or less simulating cancer, one will 
prove to be an example of cyst disease, but this favorable ratio 
is better than that of other surgeons. Of the nineteen cases in 
which recurence took place, three recurred in the scar of the 
primary operation, and a second operation was performed one 
year after the primary; two of these three cases were well four 
years later, and the third was in good health at the end of ten 
years. In nine recurrence occurred from three to seven years 
after primary operation. In six of these nine a second opera- 
tion was performed and life prolonged from three to twelve years. 
Of the other seven of this group recurrence occurred after inter- 
vals of from ten to thirty years. In a third series he includes 
ten cases in which the recurrence occurred in the opposite breast 
after intervals of from two to twenty-four years. 


Congenital Absence of Uterus. 


Four cases of this rare condition have lately been reported 
by Dr. W. A. N. Dorland, of Philadelphia. As to rarity he thinks 
the malformation occurs about one case in 5,000. The con- 
genital defect is probably caused by the action of traumatism, 
or microbes, or their toxins upon the embryo in utero. The 
variety of the congenital defect will depend upon the time in 
embryogenesis at which the disturbing factor becomes operative. 
If this occurs after the ducts of Mueller have attained their full 
maturity, but before they have fully coalesced to form the gen- 
erative organs, the various forms of double uteri and vaginae are 
evolved; if, however, the arrest of development occur prior to 
the formation of the uterus by the fusion of these ducts, or prior 
to the development of the ducts of Mueller themselves, either one 
or both of these structures fail to appear. -Owing to their dis- 
tinct origin, ovaries may be present with absence of uterus or 
vagina or both. 
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Weight Wave of Menstruation. 


Dr. William T. Belfield, of Chicago, after a careful study 
concludes that during several days, especially the first, preceding 
the menstrual flow a progressive increase of from 2% to 5 
pounds occurs, which may be from 1% to 5 per cent of the usual 
weight. Half of this may be lost in 8 to 16 hours. The flow be- 
gins during rapid loss, the blood often following immediately on 
the crest of the wave. It terminates about when the weight 
reaches the premenstrual level. The gain is due to diminisht 
excretion, especially of water; the loss to rapid excretion of 
carbon dioxide and water, not to the trifling loss of blood. After 
the weight has fallen there may be another crescendo and dim- 
inuendo movement lasting several days, but less pronounced than 
the menstru2] wave. Two cases of irregular habit exhibited the 
wave when the flow was nearly or quite lacking. For two days 
of the bowels and scantiness of urine, while with the decline, 
excretion by bowels, kidney, skin and lungs is notably increast. 
A woman of 59 showed no characteristic weight wave. 


Dysmenorrhea. 


Dr. W. A. N. Dorland, of Philadelphia, quotes Herman as 
saying that only about 40 per cent of women menstruate with- 
out discomfort; 60 per cent have some pain; in about 11 or 12 
per cent of young married women this pain is bad enough to lay 
them up each month. There are two kinds of pain from which 
women may suffer when they menstruate. One pain is that pro- 


. duced by physiological congestion of the pelvic organs which pre- 


cedes menstruation. The other pain is caused by the contrac- 
tion of the uterus which should expel its contents. The first 
pain is the commoner, and is felt more or less by most women 
when they menstruate. It is a general aching diffused over the 
whole pelvis by aching of the breasts. It is continuous. The 
severity of pain depends not solely on its local cause, but also 
on the sensitiveness of the patient. The uterine contractions 
which expel the menstrual flow are little or not at all felt by most 
women, but in a few they are painful, and this is dysmenorrhea in 
the literal sense of the word. This pain may be the result of 
obstruction; it may be due to the discharge of fragments of 
mucous membrane, to stricture of the os internum (Dorland 
thinks this is probably theoretical), and to imperfect develop- 
ment of the uterus. This spasmodic dysmenorrhea is far more 
severe than any other kind of menstrual pain, and has no ten- 
dency to spontaneous cure. The best drugs for the relief of 
uterine colic are antipyrine and phenacetine. Occasionally guaia- 
cum will relieve the pain. The local treatment of spasmodic 
dysmenorrhea is dilatation of the cervix, which is best done by 
the passage of bougies. Dilatation, however, does not invariably 
cure. If all other treatments should fail and the dysmenorrhea 
should still be severe, the ovaries should be removed. 


Conservative Pelvic Operations. 


In a paper advocating more conservative work in the pelvis 
Dr. Edwin Ricketts, of Cincinnati, remarks that only too often 
pathological lesions of one or both ovaries and Fallopian tubes 
are so serious as to call for the most radical surgical measures, 
even extirpation; there are, however, cases in which extirpation 
is practist unnecessarily by operators of limited experience, and 
the conservation of these organs has not received the attention 
it deServes. Conservatism is now accepted by the best practi- 
tioners as the proper course to pursue, in hydrosalpinx, for in- 
stance, the ovary or tube or both being saved by resorting to 
vaginal cul-de-sac dr2inage. He who always resorts to hysterect- 
omy for fibroids, whether large or small, should not be regarded 
as a conservatist in pelvic surgery; myomectomy under such 
circumstances may, in many instances, be chosen as the opera- 
tion of election. 


SURGICAL NOTES. 


Suture of Spinal Cord. 


Drs. Francis T. Stewart and Richard H. Harte, surgeons to 
the Pennsylvania Hospital, in January, 1901, sutured a spinal 
cord which had been completely severed by a gunshot wound 
thru the seventh dorsal vertebra. As a result of this original 
operation (myelorrhaphy they call it) the patient is now able to 
voluntarily flex the toes, flex and extend the legs, flex and ex- 
tend the thighs, and rotate the thighs. While sitting, the ex- 
tended leg can be raised from the floor. Flexion is more power- 


_ pression. 


ful than extension and any movement is increast by strongly con- 
tracting the muscles of the upper extremities at the time of mak- 
ing an effort to move the lower extremities. The patient slides 
out of bed into her chair by her own efforts and is able to stand 
with either hand on the back of a chair, thus supporting much of 
the weight of the body. The bowels move every second day and 
are under perfect control, excepting the presence of diarrhea. 
About one pint of urine is passt three times during the twenty- 
four hours; there is sometimes incontinence during sleep. The 
menses are regular, preceded by sharp pains in the lower limbs 
and accompanied by cramps in the lower abdomen. The patient 
has the sense of touch, temperature, pain and position all over. 
The difference between heat and cold is not satisfactorily elicited 
when small test-tubes filled with hot and cold water are used; 
the best results are obtained with a hot water bag and a large 
piece of ice. When a greater area is thus covered, the patient 
is invariably able, not only to distinguish the heat and cold when 
applied separately, but also when the ice is placed on one leg 
at the same time the hot water bag is placed on the other, one 
leg feeling cold and the other hot. A pin prick can be localized 
as low as a line running transversely thru a point 2% inches be- 
low the umbilicus. A pin prick can be differentiated from sev- 
eral pin pricks and the pin pricks from a sharp blow from a 
pencil as far as the knee, but the localization of these sensations 
is not accurate. The muscles are moderately rigid and there is 
present on both sides markt but easily exhausted ankle and pa- 
tellar clonus. The deep reflexes, elicited by tapping the tendo 
Achillis, the ligamentum patellae, and the hamstring tendons, 
are markt and may be reinforced by muscular exertion of the 
face and arms, and by painful sensations, such as a sharp pinch, 
in the arms. On tickling the sole of the foot, the big toe flexes, 
the little toe abducts, and there is a feeble contraction of the 
tibialis anticus, the hamstring muscles and the tensor vaginae 
femoris. The rectus abdominis reflex is seen on both sides of the 
abdomen. There are no reactions of degeneration and no trophic 
changes in the skin or nails. The temperature has always been 
below 100° except on the fifth day after operation, when the ther- 
mometer registered 101°. Altho the patient has been bruised and 
burned, no bed-sores have ever developt. 


Operation for Intracranial Tension. 

According to Dr. Frederick S. Dennis, of New York, (New 
York Medical Journal) the old classification of concussion and 
compression of the brain is no longer adequate. What a surgeon 
must clearly bear in mind is the difference between cerebral com- 
pression and cerebral pressure. In diagnosticating head injuries 
it is essential that one keep in mind the meaning of certain 
terms and know precisely the pathological conditions that are 
embraced by them. Definitions: (a) Concussion. This is due 
to a disturbance of the fluid equilibrium of the brain and is usual- 
ly of momentary duration. It is a condition found in fracture 
of the skull as well as in trauma without fracture. Dr. Dennis 
believes that he is the first to make the observation that concus- 
sion may follow the slightest fall upon the head in a highly edu- 
cated person while persons with a poorly developt nervous sys- 
tem suffer little, if any, from concussion, even after severe he2d 
injuries. (b) Contusion. This condition, which is present in 
nearly every case of severe head injury, is important chiefly be- 
cause it gives rise to intracraniel tension. It is characterized 
anatomically by a distention of the parenchymatous vessels, a 
general formation of minute thrombi, the presence of punctuate 
extravasations, and a more or less distinct edema. (c) Lacera- 
tion. This term needs no elucidation. It is to be remembered, 
however, thet the accompanying hemorrhage may be sufficient to 
disorganize completely the brain tissue. This condition, like the 
foregoing, may greatly augment intracranial tension. (d) Com- 
By cerebral compression is meant the application of 
any force acting from without upon the brain in part or in whole. 
The compression may be produced by blood, bone, pus, or a for- 
eign body. (e) Pressure. By cerebral pressure on the other 
hand is meant the application of any force acting from within 
upon the brain. In this condition the brain is pusht against the 
skull. The following conditions may produce cerebral pressure; 
traumatic hydrocephalus; diffuse meningitis; surface blood ef- 
fusion in the subdural space; cerebral edema. Both compres- 
sion and pressure greatly increase intracranial tension and, as 
Cushing has shown, unless the vasomotor system succeeds in 
maintaining the general blood pressure higher than the intracran- 
ial tension, the respiratory centers will be starved and the pa- 
tient will die. Hence the importance of reducing the intracranial 
pressure. The relief of compression by surgical intervention is 
a well establisht surgical procedure and need not be discusst. 
The treatment of brain pressure is a new subject and must be 
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carefully considered. Two chief methods of treatment claim at- 
tention: (1) Trephining or lumbar puncture; and (2) the plan 
of expectancy. It is to be understood that in the cases now con- 
sidered, no injury to the skull or to the scalp can be made out. 
The author has formulated for himself the following rules: (1) 
If coma is profound, operate. (2) If coma is not profound, but 
if the symptoms of intracranial pressure are gradually increasing 
in severity, operate. (3) If coma is not present; if the sys- 
temic blood pressure is not daily increasing; if the leucocytosis 
and the number of red blood cells is not rising; if there is no 
glycosuria, and if the cephalalgia is not increasing, then opera- 
tion should be deferred. (4) If the sympeoms just enumereted, 
after a period of stasis, augment in severity, operate. 


Retropharyngeal Abscess in Children. 

Morse (Journal American Medical Association) divides retro- 
pharyngeal abscesses into those occurring secondarily to abscess 
formation in neighboring parts and those primarily involving the 
glandular structure of the posterior pharyngeal wall, the latter 
variety being of chief interest. This occurs in greatest frequency 
between the fourth and twelfth month of life. The pyogenic in- 
flammation is always preceded by retropharyngeal cellulitis. Sup- 
puration is, according to Koplik, usually due to a streptococcus 
infection and develops in five or six days. There is slight fever 
at first rising with the development of pus; at the same time 
swallowing becomes difficult and painful and the voice often be- 
comes modified. If the abscess is located high in the pharynx 
there is some obstruction to respiration. The cry then has a 
nasal character. If low it is laryngeal. The most characteristic 
symptom is the position assumed by the head, the neck being 
extended and the head turned to one side. The diagnosis can 
usually be made only by a digital examination. Treatment 
should be instigated as soon as diagnosis is made, as cases left 
to themselves frequently end fatally as a result of laryngeal 
spasm, of progressive weakness, or of suffocation following spon- 
taneous rupture. To hasten suppuration hot applications should 
be used on the throat, and as soon as evidences of suppuration 
are present the abscess should be incised. If the child be held in 
the upright position during the operation it should be tipt for- 
ward as soon as the incision is made. After the abscess has been 
opened it should be squeezed once or twice a day with the finger 
in order to keep up drainage. 


Lorenz’s Failures. 


Lorenz in 450 reductions of congenital luxation of the hip 
has a record (according to Heusner, Philadelphia Medical Jour- 
nal) of eleven fractures of the neck of the femur, one of the 
pubis, one of the ilium, three transient paralyses of the peroneus 
nerve and five of the crural, with three permanent paralyses of 
the sciatic nerve and one case of gangrene of the leg in a girl of 
thirteen, probably due to the unduly tight cast. In several cases 
Narath’s hernia was observed, and frequently there has been 
stiffness from imperfect fitting of the parts jointed. In only two 
of the latter cases have there been permanent disturbances. 
Heusner and Hoffa have not been so fortunate in this respect. 
The acetabulum cannot become shaped to hold the head in a 
few months of treatment. Altering the shape of the acetabulum 
is, therefore, not the aim to be striven for, but merely the shriv- 
eling of the capsule and musculature to induce the most favorable 
position for the retention. It is, therefore, better to renounce 
the attempt to secure functional weight-bearing in patients who 
display a tendency to recurrence of the dislocation. The head 
is liable to be forced out of its cavity, instead of being pusht into 
it, if the patient is allowed to use the limb. Ducroquet, of Paris, 
has secured better results from the Lorenz method than Lorenz 
himself, Heusner asserts, as he does not allow his patients to be 
up and about. The chief merit of Lorenz’s method is the ex- 
treme abduction which counteracts the injurious influence of the 
shortened abductors, and the head is brought to the front of the 
pelvis. But this method does not pay sufficient attention to the 
anteversion position of the neck and the stretching of the short- 
ened abductors. The tendency of the foot to abduction is the re- 
sult of the insufficient stretching of these abductor muscles, espe- 
cially of the gluteus maximus, by this method. The thigh must 
be held in inward rotation to the utmost possible extent, in order 
to stretch these muscles. This requires a case extending below 
the knee and even including the foot, in order to use the leg 
as a rotating lever, but Lorenz disregards this point and ends 
the cast above the knee, in order to allow the child to be up and 
about. He is skeptical as to the necessity of this inward rota- 
tion which Lange, Hoffa, Schede and Heusner himself considers 
so necessary. The danger of redislocation is that of outward 
rotation, and Schede has inaugurated the latest phase in the 


treatment of congenital dislocation of the hip joint, by working 
against this tendency. He uses an extension apparatus, stretch- 
ing both the sound and the affected leg, with counterpressure at 
the perineum with a padded leather band. The legs are drawn 
far apart and the head of the femur is gradually pulled down 
on a level with the acetabulum. It is then slowly rotated inward, 
with strong pressure from behind against the trochanter with 
the fist, when the head can be heard grinding into its proper 
place. The Lorenz method of manipulating the capsule is then 
followed, on an ordinary table, and his cast applied with an ab- 
duction splint and leather pelvis girdle later on. In case of bilat- 
eral luxation, a leather contrivance like swimming trunks is used, 
with a screw to exert pressure against the trochanters. Heusner 
does not agree with Lorenz that it is better to wait until a child 
is two years old before attempting intervention. He thinks that 
early infancy, with its energetic growth, offers the best prospects 
for regeneration, while delay invites rapid aggravation of the de- 
formity. 


Surgical Cure of Gastric Diseases. 


American Medicine says, editorially, that American surgeons 
have for a long time recognized the fact that very little gastric 
surgery is being done in this country; if we want statistics as 
to results of such operations as gastroenterostomy, pylorectomy 
and pyloroplasty we are obliged to refer to the work of conti- 
nentzl surgeons. Various reasons have been attributed for this, 
some have maintained that gastric ulcer and carcinoma were 
much less common in America than in continental Europe; others 
have been inclined to blame the poor training of the general 
practitioner, who does not recognize these conditions and turn 
them over to the surgeon. Andrews (Chicego Medical Recorder) 
suggests two obstacles to the progress of stomach surgery in 
America: (1) Inaptitude and want of originality; (2) false con- 
servatism and timidity, faults which, as a rule, cannot be at- 
tributed to American surgeons. Andrews calls attention to the 
advances in intestinal surgery so closely allied to gastric surgery 
which have been made by Americans, but he notes the markt in- 
feriority or nearly total absence of original contributions on the 
surgery of the stomach. Americans traveling abroad have failed 
to see or appreciate the newer stomach work and have not intro- 
duced it into America: medical precepts crystallized by text- 
book writers have tended to check progress. As an example of 
this text-book conservatism he mentions the teachings contained 
in good treatises ten years ago against operation for the radical 
cure of hernia and believes that a similar state of affairs exists 
in regard to gastric surgery at present. In spite of his accusa- 
tions Andrews will find, if he reads American surgical literature 
more carefully, that the latest and soundest teachings on these 
subjects have been adequately treated in articles by a number of 
American surgeons within the past few years, end some impor- 
tant contributions both in operative methods and statistical 
studies have appeared in American surgical literature. Andrew’s 
suggestions with regard to perforating ulcer and hemorrhage 
from gastric ulcer contain nothing specizlly new or original, but 
he calls attention to a class of cases very important in these days 
which has not, perhaps, received adequate consideration in Ameri- 
ca. There are many sufferers, numbers of them women, with a 
train of symptoms which go under the names of motor insuffi- 
ciency, chronic hyperacidity, nervous dyspepsia, neurasthenia 
with dyspeptic complications, etc., who go around from doctor 
to doctor for a long time, trying to be cured of their stomach 
troubles, sometimes getting temporary relief, but who are never 
cured. Andrews believes that many of these crses of gastric 
dyspepsia of obscure origin, of dilated and prolapst stomach 
whose exact pathogenesis is unknown, are probably due, re- 
motely or directly, to gastric ulcer which, if treated by gastro- 
enterostomy, would make rapid and permenent recoveries. In 
operating he states that he has been surprised to find the num- 
ber of cases presenting dense white cicatrixes showing unmis- 
takably the presence or former existence of ulcer. In many cases 
no ulcer has been suspected because none of the classical symp- 
toms were presented. As in appendicitis the early interval op- 
eration may be a part of wisdom, so in stomach surgery we may 
in the future forestall trouble and prevent lingering complaints 
and dangerous complications by surgical operations which are 
conservative and timely. These c2zses are undoubtedly being 
successfully treated by many continental surgeons by operations 
which have a comparatively low mortality, while only a few of 
our more progressive surgeons have recognized the necessity 
for such operations. Andrews’ suggestions are undoubtedly 
timely; while indiscriminate operating cennot be advised in 
these cases, carefully selected cases would be much benefited 
by surgical operative treatment. 
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Ethyl Chloride as a General Anesthetic. 


In view of the fact that ethyl chloride is being strenuously 
urged as a general anesthetic, a somewhat comprehensive review 
by Philadelphia Medical Journal of an article by McCardie should 
be of interest, especially as he bases his remarks upon an ex- 
perience of 620 cases. Heyfelder, in 1848, successfully used ethyl 
chloride as a general anesthetic, and others followed him. About 
1880, however, the agent was tried as a general anesthetic on 
animals by a committee of the British Medical Association, and 
its use condemned because it was said to produce convulsions 
and arrest of respiration. About 1895 or 1896 the question of 
using ethyl chloride for general anesthesia was again introduced 
by Carlson and Thiesing. Other Europeans took it up and used 
it extensively, particularly in dental work. Seitz, of Konstanz, 
in 1892 reported 16,000 cases of ethyl chloride narcosis collected 
thruout the world. Among these there was but one death, and 
that in a very unfavorable subject. This writer is a strong advo- 
cate of its use, stating that it is the safest of all the anesthetics 
with the exception of nitrous oxide, and that the death rate might 
be put at one in many hundreds of thousands. Owing to its 
great volatility ethyl chloride is quickly absorbed and almost 
as quickly eliminated. From a large personal experience McCar- 
die has satisfied himself that arterial tension, as a rule, is low- 
ered during the administration of ethyl chloride, but that the 
pulse during deep narcosis becomes rather slower than normal 
and usually preserves its regularity. Respiration is markedly 
stimulated both in frequency and depth during deep anesthesia; 
the color is improved, due to vasomotor dilatation, which some- 
times results in sweating and in one instance gave rise to a 
well-markt rash, like the ordinary ether rash. Adults as well as 
children take ethyl chloride very well and quietly, and very quick- 
ly pass under its influence. Any trouble during induction usually 
occurs with hysterical people, drinkers, smokers and strong men. 
McCardie makes a strong point of the fact that when excitement 
takes place, it is due to the too free admission of air, and yet at 
the same time a free use of air should be allowed. Failure of 
the anesthetic is also traceable to the too free mingling of air 
with the vapor. It has been asserted that tea drinking is more 
productive of excitement than alcohol, and that coffee drinking 
tends to cause vomiting. In his first use of ethyl chloride in 
anesthesia McCardie used Breuer’s mask, but recently he has 
employed Ormsby’s ether inhaler, and in 350 cases has met with 
but one instance of markt mental or muscular excitement, and 
this in a young man who had just been drinking freely. With 
this inhaler anesthesia is much more quickly produced. The 
most useful form of Ormsby’s inhaler is that devised by Hewitt, 
which contains a movable air-chamber which can be heated in 
hot water and, lying against the sponge, prevents it from freez- 
ing, as it is likely to do when either ether or ethyl chloride is 
used. McCardie has mostly used kelene or Henning’s ether 
chloratus pro narcosi. The vapor of ethyl chloride is not dis- 
agreeable. McCardie has given it to himself and finds the sub- 
jective symptoms as nearly as possible like those of nitrous 
oxide. He has most frequently employed the drug for anesthesia 
for the removal of adenoids and tonsils or for dental extractions, 
but in one case it was employed for an operation requiring 26 
minutes. A number of Europeans have used the drug for much 
longer operations, such as herniotomy, etc. The pupil is larger 
during early deep anesthesia from ethyl chloride than is the case 
with other anesthetics. If anesthesia is not induced in less than 
a minute or a minute and a quarter, the reason is that air is be- 
ing too freely admitted to the inhalor, or else not enough ethyl 
chloride supplied. For continuation of anesthesia 2 or 3 cc. are 
sprayed on every 2 or 3 minutes, and air is allowed at frequent 
intervals, according to the state of the patient. The rapidity 
with which anesthesia is produced is sometimes startling, oc- 
curring in one instance after 6 full breaths of ethyl chloride. In 
nose and throat operations McCardie prefers the patient to be in 
the recumbent position with the head a little lower than the 
body. In none of his 620 cases has he noticed any syncope 
either respiratory or cardiac, the only difference arising from the 
operations being due to obstruction of respiration, the result of 
blood or the falling back of the tongue. Occasionally headache 
and vomiting are the after-effects of the drug. With rare excep- 
tions, when full anesthesia is employed, the muscles are flaccid, 
altho rigidity has been complained of by a number of writers. 
McCardie has used the French preparation called ‘“‘somnoform” 
which is composed of 60 parts of ethyl chloride, 35 parts of 
methyl chloride, and 5 parts of ethyl bromide. The results, 
however, were practically the same as those obtained from ethyl 
chloride. A number of cases of particular interest are reported, 
showing that patients who have taken nitrous oxide and ether 


badly and unsuccessfully, can be anesthetized with the greatest 
satisfaction by ethyl chloride. The only contra-indication to the 
administration of ethyl chloride is markt narrowing about the 
larynx, in which cases chloroform is a better anesthetic as being 
less stimulating. In the case of children, ethyl chloride is a per- 
fect anesthetic for small operations. McCardie has used ethyl 
chloride as a preliminary to ether with satisfaction, but has never 
given it as a preliminary to chloroform. The recovery from the 
anesthesia is very prompt and complete. 


Cancer of the Prostate. 

This was the subject of a paper read at the late meeting of 
the American. Association of Genitourinary Surgeons, by Dr. 
Robert H. Greene, of New York. In it he declares that statistics 
in regard to cancer of the prostate are very meager, probably due 
to the fact that the tumor is so small as to render careful path- 
ologic examination of the gland necessary in order to discover 
the cancer. But he thinks it much more frequent than generally 
believed, and estimates that cancer is present in 5 to 10 per cent 
of cases of enlarged prostate, and quoted two cases reported by 
Brooks and Greene in which cancer was found in 58 examina- 
tions of enlarged prostate. He considers that residual urine 
bears no relation whatever to prostatic cancer. Pain is referred 
to the perineum, rectum, and also to the sciatic nerve. The 
youngest case reported was in a man aged 49; average age is 
68. For the secondary enlargement of the lymphatics he refers 
to 71 autopsies of cancer of the prostate, in 85 per cent of which 
the glands were infected, 30 per cent inguinal, and a still larger 
per cent post-mesenteric and the glands along the iliac vessels— 
5 per cent auxiliary glands. He described a case in which the 
patient had a burning in the perineum, a small amount of resi- 
dual urine, and slight enlargement of the prostate. Prostectomy 


was performed. The right lobe was found to be cancerous, and 


the left lobe of the organ was simply hypertrophic. 


Rapid Hardening and Sectioning of Tumors. 


St. Louis Medical Review describes a new method of rapidly 
hardening and embedding tissues, as practist by Drs. B. M. Bol- 
ton and D. L. Harris of St. Louis—of great .interest to every 
surgeon who uses the microscope in his work. It consists essen- 
tially in placing the fresh tissues in a hot 2 per cent solution 
of. agar-agar to which 1¢ per cent of formalin has been added. 
The temperature of this fluid should be kept at about 70° C. 
After remaining in the solution for from one to several hours the 
tissues are removed and attacht to blocks with a 5 per cent solu- 
tion of agar-agar containing 10 per cent of formalin. The heat 
and the formalin harden and fix the tissues at the same time 
that the agar-agar impregnates it. After fixing the tissues to 
blocks these are placed in 95 per cent alcohol and allowed to re- 
main from two to four hours, and the tissues are then ready to 
be cut into sections, which can then be stained, cleared and 
mounted on slides in the usual way employed for celloidin sec- 
tions. Fresh material placed in the melted agar-agar for one hour 
and then transferred to alcohol for two hours is readily cut at 
14. The liver and the kidney of a rabbit were cut at this thick- 
ness even after an impregnation of only one-half hour followed 
by one hour in the alcohol, tho the sections obtained by short- 
ening the process to this extent, it is true, were fragile and re- 
sembled somewhat those obtained by making sections from 
frozen tissues. The 2 per cent solution should be filtered to 
avoid the granular detritus which is otherwise found’in the sec- 
tions. The 5 per cent agar-agar can be cleared by sedimenta- 
tion in a steam sterilizer, where it is allowed to cool slowly. 
The agar-agar solutions may be made up in bulk and preserved 
in air-tight vessels to prevent evaporation. The formalin is add- 
ed at the time of the original preparation in the proportion of 
one part of formalin to nine of the agar-agar solution. As is evi- 
dent from the description, the process consists in substituting 
an agar-agar solution containing formalin for celloidin; the ad- 
vantage over the celloidin method being that the aqueous solu- 
tion of agar-agar at once penetrates the tissue, making prelim- 
inary dehydration unnecessary. 


Gastro-Enterostomy. 

Dr. O. M. Jones, of Victoria, according to Maratime Medical 
News, has made fourteen gastroenterostomus with the Murphy 
button; in only one was there any trouble. Of two of his cases, 
which died from shock, he examined one and found perfect un- 
ion. He has found that the passage of the button has taken from 
fourteen days to four months; and im several cases he has not 
been able to obtain the button. 
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